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The Purposes of the Catholic Hospital 
and Medical Social Service 


Introduction 


THE interest which the Catholic Hospital Associa- 
tion has manifested in the development of medical 
social service arises from convictions and motives 
that are more than superficial. It is true that in our 
Catholic institutions, many of the purposes of medical 
social work are achieved by less formal methods than 
those devised by the social worker. From the beginning 
of Catholic hospital activity and particularly from 
the beginning of such activity in the United States 
and in Canada, the individualization of the patient was 
the keynote of the Sisters’ services and from this were 
derived many of the advantages and beneficial re- 
sults which are today attributable to the techniques 
of medical social service. For this very reason too, 
it might be reasonably surmised, the introduction of 
medical social work into our Catholic institutions has 
been less rapid than it might otherwise have been. 
It must even be admitted that the introduction of 
medical social service has met with some resistance 
on the part of individual Sisters who saw in the pur- 
poses and functions of this new profession, an en- 
croachment upon what they regarded as a valuable 
prerogative of the Sisterhoods in their work for the 
sick. 

Catholic Hospitals Welcome the Service 

As the new profession develops, however, and as 
purposes and procedures become clarified, the Sisters 
of our Catholic institutions are looking upon the 
medical social worker more and more as a valuable 
aid in the achievement of the purposes of the Cath- 
olic hospital. Even more, those Sisters who have 
penetrated most deeply into the meaning of medical 
social work, on the one hand, and the meaning of 
hospital service in a Catholic institution, on the other 
hand, have gained the conviction that in the medical 
social worker may be personified some of the deepest 
and most worthy aspirations of the Catholic hospital 
Sister. The medical social worker has thus become a 
co-worker with the Sisterhoods. Her competence, her 
professional attitudes, her deep concern for the inter- 
ests of the patient, of the physician, and of the hos- 
pital Sister, have gained for her a place of recognized 
leadership in our Catholic institutions in the several 
areas of activity for which character, devotedness, 
and professional preparation have qualified her. 
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Interest of the C.H.A. 

For several years past, the Catholic Hospital Asso- 
ciation at its annual conventions has called attention 
to various phases of the relationship between the 
Catholic hospital and the Catholic hospital Sister, on 
the one hand, and medical social service, on the 
other. At one time, in one of these resolutions, atten- 
tion was called to the importance of the viewpoints 
of medical social work in the development of the 
hospital administrator. In another resolution, the 
medical social worker as an aid to the administrator in 
the performance of administrative functions was em- 
phasized. In still another resolution, the peculiar fit- 
ness of the medical social worker in the maintenance 
of public relations on professional levels was thought 
worthy of special comment. And finally, in a fourth 
resolution, the development of medical social work 
departments in our Catholic institutions was specially 
recommended to the study and to the effective action 
of the Sisterhoods. These resolutions, for the most 
part in our recent conventions, were the outgrowth of 
conclusions and recommendations which emerged from 
various sectional and general meetings. The interest 
thus created culminated several years ago in the ap- 
pointment of a committee to promote and develop 
medical social work in our institutions. Last year, 
this committee was reorganized under the chairman- 
ship of one of the vice-presidents of our association, 
the Reverend John J. Bingham, Assistant Director, 
Division of Health of the Catholic Charities of New 
York. One of the first projects undertaken by this 
committee was the organization of a two-day Pre- 
Convention Conference on Medical Social Service at 
our St. Louis convention in 1940. It was admitted 
that this conference must be regarded as a signal 
success. Not only were the papers which were pre- 
sented regarded as being of a particularly high quality 
but the discussions also revealed a depth and pene- 
tration of interest in the subject matter on the part 
of the Sisters which promises well for the future of 
medical social work in our Catholic institutions. 
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The committee has held several meetings and has 
found it necessary to organize four subcommittees 
dealing with Program, Publications, Promotion of 
Medical Social Service Practice in Catholic Hospitals, 
and Central Registration. 

It was said above that the interest in medical social 
service in a Catholic institution cannot be regarded 
as being incidental and casual. It arises rather from 
a recognition of the fundamental kinship between the 
purposes of medical social service and the purposes 
of the Catholic hospital. Those purposes conceived 
comprehensively and all inclusively are twofold, the 
immediate purpose of caring for the sick patient as 
a “total human being” and the ulterior purpose of 
fostering his eternal welfare through the ministrations 
given to him in his illness. Medical social work no less 
than the profession of medicine and Catholic hospital 
activity are all concerned with the promotion of health 
of the sick human being, health being taken in its 
most comprehensive significance as implying physical 
well-being, social adaptation, mental adjustment, and 
spiritual vigor. They all recognize that the manifesta- 
tions of human illness may result from other than 
merely organic causes; that in disease, there are 
social, psychological, and spiritual components; that 
every patient presents problems that are other than 
merely physical ones; that the responsibility for the 
care of a patient is a complex responsibility which 
cannot be discharged merely by supplying medical 
and nursing care as understood in a restricted and 
limited definition. The recognition of this unanimity 
in purposes of the Catholic hospital and of the medi- 
cal social worker is thus bound to produce a coopera- 
tion in effort, an understanding between the bearers 
of these responsibilities and a consequent supple- 
mentation of functions. 


The Soul of the Patient 


Beyond all this, the Catholic hospital makes it its 
purpose to reach the soul of the patient through service 
to the sick. It does this, however, not merely because 
it understands that spiritual strains are influential 
factors in the production, progress, and end results of 
disease, but chiefly because the Catholic hospital rec- 
ognizes the eternal value of the human soul, its 
eternal destiny, and God’s ownership of that soul. In 
both of these aspects of the value which the Catholic 
hospital places upon these spiritual realities can and 
must medical social service in a Catholic institution 
supplement the work of that institution. Spiritual 
considerations, therefore, are accorded a dominant 
place in the Catholic hospital. Fortunately, medical 
social work has appreciated the position of the Cath- 
olic institution in which the faith and conviction on 
these fundamentals control every moment’s function- 
ing and every moment’s expenditure of institutional 
concern. 

It is true, medical social work claims rightfully 
that in the achievement of its basic purpose of em- 
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phasis on the value of the individual patient, it can 
and does render many services, both administrative 
and professional, which must be performed in the 
fulfillment of its purposes. If in the patient these have 
been unduly stressed not only by nonprofessional 
persons but also by the medical social worker herself, 
this fact is traceable to many causes not directly con- 
nected with professional viewpoints. There was a time 
when appeals were made to the Sisters to use the 
medical social worker as an aid to the admitting of- 
ficer and even as an aid to the institution’s fiscal officer. 
At other times, the function of the social worker in 
harmonizing the relationships between the adminis- 
trative staff and the medical staff was particularly set 
forth as an argument for the introduction of medical 
social work. All these and other partial functions are 
only manifestations of the medical social worker’s 
basic purpose. 
Views of Catholic Workers 

Considerations such as these are here adduced in 
introducing the series of papers which follows. The 
papers deal neither exhaustively nor comprehensively 
with all that social work ambitions do accomplish. 
They are, however, presented as the viewpoints of 
persons competent in the field of medical social service 
but no less competent in their understanding of the 
work of a Caholic hospital. It may be suggested, there- 
fore, that the publication of these papers may do much 
to increase the interest of the Sisters in a profession 
which today is regarded in the highest honor. Social 
work in the health field is today unthinkable with- 
out the functioning and support of the medical 
social worker. Government agencies, private philan-. 
thropy, community activity, even industry have at 
their focal point the person who has made it the spe- 
cial function in her preparation and in her work to 
integrate the interests of all professional groups con- 
cerned with human welfare and to bring their united 
activity to bear upon the preservation and develop- 
ment of the individual man. That function is so 
important, so elevated, and so fraught with responsi- 
bilities that it should not be entrusted to anyone unless 
he realizes the eternal dignity and destiny of the 
individual; unless he realizes that the human individ- 
ual is worth all the dedicated devotion which anyone 
of us should give to the noblest of causes. Christ died 
for each one of us and He would have died for any- 
one of us even though there had been no other human 
beings to die for. In this profound truth revealed to 
us through the infinite love of our Saviour lies the 
deepest motivation for the Catholic hospital as well 
as for medical social work. The Catholic hospital has 
this fundamental contribution to make to medical 
social work that it will keep alive in the minds of the 
worker the realization of basic truths about the 
individual and will use the sublimest of motivations in 
its medical social service. Here, too, as in other areas 
of Catholic hospital activity, the charity of Christ 
must urge us onward. 











MEDICAL social work in its present form, largely 
a development of this century, arose in response to 
a need felt by the physician for some form of com- 
plementary treatment which might assist in the treat- 
ment of the social and personality problems of his 
patient, thus helping to restore him to health. For 
this reason the medical profession early turned to the 
profession of social work which, however, was at first 
able to offer little if any special equipment for the 
practice of social work in this totally new environ- 
ment, the medical institution. Its function, vague at 
first, was gradually clarified through the efforts of 
members of the profession engaged in social work in 
hospitals who came to realize that they had become 
part of the hospital personnel because of the patient’s 
social needs which were related in some way to his 
illness. The function of the social worker in the medi- 
cal institution or the health agency consists chiefly 
in meeting these needs in such a way that the physician 
is assisted in restoring the patient to health. Thus, we 
assume that the only legitimate activities of the 
medical social worker are those which fulfill this 
function and thus all of the activities of the medical 
social worker must contribute to the welfare of the 
patient. 
Service to the Patient 

The medical -social worker has an educational ob- 
jective; she assists in certain administrative activities, 
she contributes to the community relationships of the 
hospital, she influences hospital policies which are 
social in nature, but most important is her contribu- 
tion to the effectiveness of medical care. The social 
worker attains her objectives through her relationships 
with each of the patients who come to her for advice 
of their own accord, or who are referred to her by 
physicians or other members of the hospital personnel 
or by other social and health agencies and individuals 
in the community. This relationship results in an 
individualization of each patient; that is, in a con- 
sideration of the patient as a person, as a whole man, 
as an entity in relation to his total environment, the 
process known as case work. Case work is the method 
used by the medical social worker to attain her 
primary goal; it is the technique through which the 
medical social worker hopes to contribute to the 
medical care of the individual patient and thus to the 
central objective of the hospital. 

Particularly is it true that the Catholic hospital is 
thus in even a better position to fulfill to the utmost 
the original purpose for which it was organized; that 
is, the promotion of God’s glory through the care of 
the patient including his claim to the graces of the 
Catholic Religion. This principle together with the 
spiritual motivation derived from the Catholic Reli- 
gion constitutes the distinguishing characteristic of the 
Catholic hospital. Therefore the objectives of the so- 
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cial service department of a Catholic hospital must be 
identified with those of the institution within which it 
functions. 


Contribution to Hospital Standards 

Because, in the Christian interpretation, the basis of 
charity rests on the Corporal and Spiritual Works of 
Mercy and since Charity is exercised by all men in 
their relationships to one another and to God, the 
principles of Catholic philosophy have a special ap- 
plication to the practice of social case work. The de- 
velopment of personality implies the development of 
character and it is in assisting each human being to 
develop his destiny that the Catholic social worker 
in the Catholic hospital is recognizing the dignity of 
man; in the practice of social case work, appropriate 
techniques and methods are used to help the individual 
achieve the fullest use of his faculties and his endow- 
ment as a person. 


Records Prove Service 

The records of any social service department give 
silent testimony to the many ways in which social 
work has helped the patient attain this end. In the 
record library of the Firmin Desloge Hospital of St. 
Louis University there are records of patients who 
live in St. Louis and of those who are residents of 
other Missouri cities or rural communities; of pa- 
tients with whom the medical social worker has had 
only a brief contact and of those whom she has known 
over a longer span of time; those of patients of various 
ages, of varied social status, of different financial 
levels, of colored and of white, of surgical patients 
and of medical patients, of pediatrics patients and of 
gynecology patients, and of many others. The prob- 
lems of patients who pass within and without the doors 
of the medical social work office are as varied as their 
personalities, problems which are complicated by or 
are the result of illness— poverty, unemployment, 
marital difficulties, anxiety, fear, family friction, or 
poor housing. It is in the solution of some of these 
problems that the medical social service department 
makes the largest contribution to the medical care of 
the patient. Summaries of a few cases chosen at 
random from the files of the Out-Patient Department 
of the Firmin Desloge Hospital of St. Louis University 
(since the social record is filed with the medical record 
according to the unit system) give some idea of the 
many problems presented and the ways in which the 
medical social worker was able to complement the 
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work of the physician by medical social study, plan- 
ning, and treatment; most of the cases as you will 
notice were referred by physicians though a few came 
to the attention of the medical social worker in other 
ways. Some of the patients had medical problems 
which required facilitation only, while others had 
medical problems complicated in some fashion or 
other by social problems. 


A Diabetic Helped 

Minnie B, a 60-year-old woman suffering from diabetes, 
was referred to the Social Service Department on Oct. 4, 
1939, because the physician noticed that the patient was 
having difficulty in accepting her illness and the treatment 
prescribed. The patient’s only daughter was remarried and 
living at some distance from her. The patient’s husband was 
eighty-one years old and was receiving an old-age-assistance 
grant on which the couple was living. At the time of the 
first interview the patient was exceedingly disturbed, could 
not understand “why she had to get sick as she was always 
as strong as a horse,” said that she thinks about her illness 
night and day and does not believe she can follow the diet 
or give herself insulin. She wept constantly. The interview 
went on for almost an hour with the patient doing most of 
the talking but at the end she seemed very much calmer. 
She then was able to accept the instruction of the nurse in 
the clinic about taking insulin and to discuss her diet with 
the dietitian. The patient saw the social worker almost every 
time that she came to clinic for many months and gradually 
learned to accept her illness without resentment. Her attitude 
became one of cheerfulness and optimism in spite of her 
difficulties and those of her aged husband and her condition 
improved consistently. 


Proper Food Secured 

Barbara T, a seven-year-old white child with a family his- 
tory of tuberculosis, was found to be malnourished and was 
referred to the Social Service Department by the physician. 
The income in the family was inadequate to provide a nour- 
ishing diet and the patient’s mother did not know how to 
buy and to prepare food. Through the Social Service Depart- 
ment milk was furnished for the patient, instruction from the 
dietitian arranged, and the need of proper diet, rest, and 
outdoor play for the patient was emphasized to Mrs. T. The 
parents were encouraged to maintain an optimistic attitude 
in spite of the irregular employment of Mr. T since they 
were giving their children a home and the security of their 
parents’ affection. Unemployment compensation was arranged 
temporarily and ultimately Mr. T secured employment at a 
living wage. The child’s condition improved rapidly and in a 
few months the Social Service Department was able to with- 
draw from the case. 


A Housekeeper Supplied 


Mrs. O was referred to the Social Service Department by 
the physician on Chest Service on Oct. 24, 1939, for arrange- 
ments for sanatorium care and for social study. Diagnosis 
was chronic tuberculosis of the left lung. The family con- 
sisted of Mr. and Mrs. O and five children. Mr. O is em- 
ployed by a public-utilities company; his average wage being 
$20 a week. There are no relatives, with the exception of 
Mrs. O’s one sister who does not live in St. Louis, since both 
were born in Ireland and came to this country shortly after 
the birth of the oldest child who remained in Ireland. Mrs. 
O while cooperative was hesitant about entering the sana- 
torium because she felt that Mr. O would have difficulty in 
managing the house and the children alone as he had always 
been extremely dependent upon her. Mrs. O seemed to have 
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a realistic attitude toward her own illness. She had some fear 
that she would not get well but seemed to realize that she 
must give up all responsibilities and follow the hospital 
regime. Our principal service in this case was the securing 
of housekeeper service from a family-service agency for the 
duration of Mrs. O’s illness without expense to Mr. O. Mrs. 
O is still a patient in the sanatorium and the family-service 
agency continues to supply housekeeper service since Mr. O’s 
wage is insufficient to cover her salary. We have also seen 
Mrs. O from time to time at the sanatorium and have kept 
in touch with the agency supplying the housekeeper, as we 
shall continue to do as long as Mrs. O remains in our 
institution. 
Advice and Sympathy 

Mrs. Julia S, a 48-year-old widow, was referred to the 
Secial Service Department by the surgeon who examined her 
for arrangements for hospitalization for a radical breast 
removal and for social study. The patient was frightened 
and wanted to put off the operation as long as possible. She 
also had cancer of the skin and cataracts of the eyes and 
thought it would be better to have her skin and eyes taken 
care of first. The worker recognized that the patient was 
postponing the issue and let the patient talk about her fears 
and difficulties and whenever possible encouraged her to have 
her operation at once. She arranged for the patient to see 
the eye doctor and made arrangements for the cancer of the 
skin to be treated. The worker helped the patient resolve her 
emctional conflicts and she finally entered the hospital for 
her operation. The worker visited often and the patient did 
very well. Since that time the patient has entered the hospital 
several times without marked difficulties and has made a 
good recovery. 

Minnie A is a young woman 26 years of age, referred to 
the Social Service Department by the physician in the Luetic 
Clinic for interpretation of her condition and recommenda- 
tions concerning the medical and social factors in the 
situation. Her husband, thirty-seven years of age, is a baker 
by occupation. He lost his eyesight in the past few months 
and has now become irrational and is a patient in a psycho- 
pathic hospital. His conditicn is due to lues. Our patient 
worked after her husband became ill for about a year and 
then found it necessary to remain at home to care for him. 
At the time of referral to social service she was unable to 
work because of her own illness. After some improvement 
the medical social worker was able to arrange for the return 
to her old position since which time she has made the neces- 
sary economic and emotional adjustments. She is still receiv- 
ing antiluetic treatment by special arrangement in the night 
clinic. 


A Broken Home 


Hortense M is a 12-year-old child who was referred to 
the social service department by the physician for arrange- 
ments for hospitalization as an emergency case and for social 
study. The diagnosis was acute chorea. An older brother had 
already been under our care for several months for the 
same condition. These two children and their brother are 
the children of a broken home, the parents being divorced 
and both remarried. Both were adequate homes from a 
material point of view but the mother’s was somewhat more 
comfortable and she impressed the worker as a more efficient 
and stable person than the stepmother. The child had been 
living with her father and stepmother but when she became 
ill requested that she be allowed to go to her mother. After 
a good deal of consultation with both families it was decided 
that the child’s request should be granted. The Social Service 
Department in this case assisted the patient through inter- 
pretation to both families about her condition and in arrang- 
ing for a change in environment. The result has been highly 
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satisfactory since the child is gaining in weight and seems 
to have made ar idequate adjustment in her mother’s home. 


A Successful Solution 

George C, a 17-year-old boy, was referred to the medical 
social worker shortly after his initial visit to the Out-Patient 
Department on Nov. 10, 1937, by the physician who said 
that he was suffering from a number of allergic manifestations 
and that he could not follow the elimination diets prescribed 
for financial reasons. After working with him for nearly two 
years it was decided in collaboration with the physician to 
refer him to a vocational counseling service for advice about 
his future. Most of the salient factors may therefore be 
learned from the following paragraphs from a letter to that 
agency on Feb. 10, 1940: 


“George is a senior at W high school and should gradu- 
ate in June. He makes rather poor grades and there is 
some question as to whether he will graduate. If he grad- 
uates he would like to begin some type of training this 
summer. If he does not graduate, he would like advice as 
to what subject to take in his next semester at school. 
He would have liked such advice for the semester begin- 
ning in February but the necessary tests at the clinic 
were not completed in time. 

“The family consists of George’s father and mother and 
five children younger than he. They live in a small house 
of poor repair in a middle-class residential section of 
Webster Groves. The relationships in the home are evi- 
dently not very good and we do not believe that George 
is offered much security or understanding. The family have 
received relief off and on from St. Vincent de Paul 
Society and County Social Security Commission. The 
American Red Cross registered on the family on June 
10, 1937. Just be.ore Christmas St. Vincent de Paul closed 
their case as they did not believe Mr. C was trying to 
find work. He secured temporary work at the post office 
and at the present time George tells us he is working at 
a ‘veterans’ factory.. Mrs. C accuses Mr. C of being 
‘mean and lazy’ and never worrying about the children 
the way she does. She says she has thought about leaving 
him but she does not know how she would take care of 
the children. ; 

“From this background, George seems to have emerged 
as a retiring, reticent boy who has a great deal of ambition 
to make a more secure life for himself than he has been 
used to. The question in our minds is whether this con- 
flict might make his physical condition more disabling 
than is warranted. George seems to have a certain amount 
of respect for Mr. C. Perhaps he is envious of his father’s 
more forward, demanding manner. 

“George is being treated for bronchial asthma. He has 
attended this clinic since 1937. At the present time the 
doctor believes his asthma is caused by his allergy to 
dust. The doctor says George can do any type of work 
that does not entail very hard manual labor and where 
there is not much dust. We will be able to give more com- 
plete information in two or three weeks as to the type of 
dust. George’s vision without glasses is 20/15 and 20/15. 
The diagnosis is simple hyperopia. The doctor in Eye 
Clinic does not believe glasses are necessary and says 
that his vision should be satisfactory for any type of 
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work. Glasses might be needed later to relieve strain if 

the work is very exacting. George has normal hearing.” 

The suggested tests were given but it was decided to wait 
until June to determine whether or not George would grad- 
uate from high school before making definite plans for 
future training. He showed rather high intellectual capacities 
in general as well as exceptionally high mechanical aptitude. 
Other assets include his ability to get along with his fellows 
and his sincere efforts to better himself. Throughout the 
spring the worker encouraged George to bend all his efforts 
to the completion of his work with the result that he 
graduated in June. Of course, the plan was explained fully 
to him and he was given some financial assistance in order 
that he might not have his interests distracted by attempts 
to earn money. Shortly, now, however, future plans will be 
considered. As a result of these years of effort and expense 
George is a much happier and better adjusted boy. Although 
he still has headache in the early morning, he has not had 
an attack of asthma for more than a year. 


All Were Helped 


In the cases summarized we have seen the various 
ways in which the medical social worker helped the 
patient. 

It therefore seems probable that many or perhaps 
most of the patients who apply to a hospital or a health 
agency could use this kind of help. Most of these 
patients came to the medical social worker because the 
physician had recognized some problem other than 
the disease with which he lacked either time or ability 
to cope. They came to the medical social worker in 
resentment, or discouragement, or fear, or diffidence, or 
anxiety, or with other conflicting emotions, but all 
with needs to be met. And the medical social worker 
recognizing these needs attempted to help the patient 
feel as comfortable and as free as possible according 
to his own problem, to understand his situation and to 
help him within the limits of her function. Medical 
social treatment as an integrating process attempts not 
only to meet the patient’s needs, but to provide oppor- 
tunity for his continued growth and for the resumption 
of his place in his family group and in his com- 
munity. These activities of the medical social worker 
are directed toward affecting change in the patient’s 
physical environment, or toward changes in attitudes 
and relationships in the patient or in the patient group, 
thus enabling him to act more effectively. In fact, all 
of the efforts of the medical social worker are directed 
toward making the patient a more adequate person, 
not only physically, but mentally and spiritually as 
well. This should be especially true of the Catholic 
social worker since she recognizes the integrity of the 
individual and is aware of his eternal destiny; and, 
because this concept is hers, she should be able to 
make a very real contribution to the medical care of 
the patient. 
















OF ALL community institutions, the hospital holds 
a most unique position. While its foremost aim is to 
be a center of humanitarian effort, this must be 
modified necessarily by economic judgment and care- 
ful administration. For, if it is to fulfill to the utmost 
its mission of service to the sick, it must conserve and 
manage its funds to be able to meet the financial 
obligations incurred along the way of treatment and 
administration. 

The hospital has, probably, more intricate problems 
to solve in the distribution of its services in order to 
give adequate consideration of the patient as an in- 
dividual; therefore, it must follow a system that is 
not only efficient and economical but flexible enough 
to meet the varied needs of the sick. 


Problems of Admission 


There are some of you who have had experience 
in trying to formulate a standard set of requirements 
for admission of patients to both in-patient and out- 
patient services, and I am sure that you have found 
that any absolute measure of entrance requirements 
must be constantly in the state of addition or sub- 
traction to adjust itself to the particular need of each 
individual patient. 

A large portion of this adjustment becomes neces- 
sary at the point of entry of the patient to the hospital. 
A private patient enters with the introduction and 
recommendation of his regular physician and is there- 
after apt to be catalogued accordingly as Dr. A’s or 
Dr. B’s patient. For instance, Dr. A is known to be 
well acquainted with his patient’s financial status and 
his recommendations are always within the patient’s 
ability to manage, so his patients are usually accepted 
without question. We frequently hear the remark “We 
never worry about any patient of Dr. A’s.” On the 
other hand, Dr. B does not always give attention to 
this important matter, so the hospital, after many 
experiences of patients unable to pay, is prone to 
regard Dr. B’s patients with mental reservation, to say 
it mildly. 

Therefore, the question arises, as a result of Dr. 
B’s tendencies, should the admitting officer assume 
more responsibility as to the private patient’s finan- 
cial rating, as for example, whether he should be 
assigned to a less expensive room than that suggested 
by the physician? 

There is a growing tendency to associate the term 
“underprivileged” with the clinic patients. Is it not 
probable that many of our private patients have equal 
need of the consideration accorded to the clinic pa- 
tient? Certainly there should be a closer and more 
cooperative relationship between the admitting office 
and the private physician in order that mutual plan- 
ning may bring about arrangements best suited to the 
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needs of the patient and ensure a more complete and 
economic hospitalization. 


A Careless Remark 


The study of problems attendant on admission pro- 
cedure, both good and bad, recalls, from my personal 
knowledge, certain examples which certainly do not 
represent the kind of practice which we desire in our 
Catholic hospitals. One of the members of our faculty 
had to have her tonsils removed. She had never been 
ill before and had no hospital experience, so she 
suffered from the usual apprehension when she applied 
for admission. To her the tonsil removal loomed as a 
major operation. After giving the routine information 
at the desk, she was asked by the clerk, “Why are 
you entering the hospital?” In a weak voice she re- 
plied, “I am having my tonsils removed.” Then came 
the casual remark from the clerk, ‘“That’s too bad, 
we’ve had awfully bad luck with tonsil cases lately — 
two died last week.” Needless to say, the prospective 
patient’s temperature reached either a new high or 
a new low. 

A short while ago, I visited a young mother and her 
new baby. She was enthusiastic in her praise of the 
care she had received at the hospital. She had a friend 
with her at the time who recounted her own experience 
in a very different tone. Her husband had become so 
excited at the approaching event that he forgot to bring 
any money when he deposited her at the hospital. She 
told, with dramatic emphasis, how she had been 
obliged to sit in a waiting room while her flustered 
husband rushed home to secure the money required for 
a week in advance. There was little one could say in 
explanation of the many whys in such a case, for, after 
all, this was her experience in having her first baby. 


The Social Worker’s Problems 


For purposes of our conference today, we should 
give definite consideration to problems with which 
the medical social worker has had personal experience. 
We might consider the following areas of hospital 
and clinic service as representing those in which the 
medical social worker has been asked to participate: 

1. The out-patient admitting service, 

2. The in-patient admitting service, 

. Clinic management, 
. Contact with all new patients in selected clinics, 
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5. Interviewing all patients (a) at admission and 
(b) at discharge, 
6. Teaching student nurses, medical students, 


interns, 
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7. Research. 

In each of these points for discussion we have be- 
fore us primarily the consideration of the patient as 
an entity with both his assets and his liabilities, be- 
cause this is the essential function of the medical 
social worker. 

The well-trained medical social worker, in addition 
to the drilling in this principle, has had impressed upon 
her the varied and complex phases of hospital organi- 
zation and the responsibility that rests on her shoul- 
ders for the co-ordination of the interests of the 
patient, doctor, and hospital. 

She must realize the importance of this harmonious 
interrelationship so that from this broad viewpoint, 
she may be in a position to weigh sensibly the patients’ 
need against the services that the hospital has to offer. 

There should never be a question as to which depart- 
ment may take precedence over another, because all 
are elements of a composite whole which works in 
unity for the best interest of all. 

A discussion of two case histories taken from one 
of these areas, namely, the admitting service of a 
hospital, will demonstrate more clearly this inter- 
relationship. 


Examples of Good Procedure 

A sixteen-year-old colored boy was referred by a 
surgeon from the X-ray department of the hospital for 
ward admission. His condition was diagnosed as 
tuberculous itfection of the right hip. Three months’ 
hospitalization is probably indicated. This recommen- 
dation was made on the basis of an X-ray study of the 
hip. 

The boy was accompanied by his sister who gave 
the following information: She had a friend who was 
under the care of this same physician; she had talked 
to him about her brother and had been told to bring 
him to the X-ray department of the hospital. She had 
brought the boy from a southern state where he lived 
on a farm with his parents. The sister was employed in 
Washington as a domestic, earning $12.50 per week. 
The boy’s illness was of two years’ duration and the 
sister thought there had been considerable improve- 
ment during the past six months. With the aid of 
crutches he was able to get around without great dis- 
comfort. 

The medical social worker discussed with the sur- 
geon some of the problems involved in the long treat- 
ment of this nonresident boy. He did not realize that 
the boy was being brought in from another state. He 
readily agreed that admission be delayed until a 
complete medical study be made and stated that any 
plan for future care would be satisfactory to him. 

The first problem was that of adequate medical 
care for this patient, which had to be planned in 
relation to his total health needs. Our second problem 
and one of equal importance was the assurance to 
the sister that this delay was for the patient’s benefit 
and that we were going to help her in her effort to 
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secure medical care. Early in our contact the sister 
understood that care would not be possibile in our own 
hospital. Our limited bed capacity for colored men 
and the great expense involved in this patient’s treat- 
ment made this undesirable. 

As the general examination proceeded, the social 
worker surveyed the possibilities for care, keeping in 
mind that whoever assumed responsibility now should 
be prepared to see the treatment through. The most 
obvious plan would be to return the patient to his 
parents, where he would be entitled to the crippled 
children’s benefits provided in his own state. The sister 
would not consent to this, saying, “Colored people 
are not treated as well as white people in the South.” 
She had promised him treatment and he must have 
it; that her parents are poor and could not follow out 
his treatment. The final solution was that of referral 
to Freedmen’s Hospital where a federal appropriation 
assures payment for negroes regardless of residence. 
This hospital could not be approached until we were in 
a position to present a complete picture of the pa- 
tient’s needs. 

Here we see the medical social worker fulfilling 
the function of the hospital in assisting a patient to 
secure medical care, meeting the problem to the satis- 
faction of both the patient and his sister and in keeping 
with the recommendations made by the physician and, 
in addition, being able to protect the limited resources 
of the hospital. 

The second case illustrates how a little break in 
routine may make a dispensary experience easier for 
the patient. A white woman, about 60 years of age, 
came to the dispensary with her entrance pass — which 
indicated that as far as routine was concerned, her 
admission had been duly authorized. 

The patient appeared tense and uncertain. The social 
worker asked a few questions about her medical 
needs. She felt she should see a throat specialist as 
she had difficulty in swallowing. It was explained 
to her that our physicians recommended a complete 
physical examination and that any emergency con- 
sultation would be cared for immediately. She then 
asked for an explanation of the complete routine, 
adding hurriedly, “this is a new experience, but if I 
know exactly what to do, I will be a better patient.” 
As the conversation continued she became more at 
ease and less fearful and said, “this isn’t hard so far; 
I thought it would be terrible.” In a very short inter- 
view the worker learned that the patient, formerly a 
teacher in private schools, had for 25 years been 
associated with a nurse who owned and managed one 
of Dr. C’s fashionable rest homes. The passing of 
years which lessened Dr. C’s activity in medical prac- 
tice and the depression which decreased the number of 
people who could afford rest cures both served to 
make what was once a prosperous business, a complete 
financial failure. As the patient stated, “In our fight 
to save something we lost everything.” 

Two years ago the nurse died of cancer. Our patient, 
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now living with a distant cousin, is very much afraid 
that this blockage, she thinks in the esophagus, is 
cancer. 

One of the physicians on our medical staff was a 
former associate of Dr. C’s. The worker asked if she 
would like to be assigned to his service. She was most 
happy as she remembered this doctor very well and 
stated he had been one of several doctors who.attended 
her friend, the nurse. 

This interest meant a great deal to the patient. 
Later, when she became very ill at home, this doctor 
drove 20 miles into the country to see her and ar- 
ranged, through the social worker, for her admission 
to the hospital. Unfortunately, the patient’s own 
diagnosis was correct. 


III. Medical Social Work and the 


PUBLIC relations is a relatively new area of inter- 
est to the hospital administrators.* It is only during 
the past few years that concepts have been formulated 
and purposeful efforts made to improve the relation- 
ship of the hospital and the community. 

Public relations programs are making communities 
‘hospital conscious” in a new and significant way. This 
is being brought about through use of varied tech- 
niques such as slogans, posters, motion pictures, pub- 
licity campaigns, promotion of National Hospital Day, 
etc., all designed to improve the relationship of the 
hospital and its community. 

Alden B. Mills defines a public relations program 
as a “conscious, sincere, directed endeavor to create 
and strengthen contacts, which contribute to the de- 
velopment of mutual understanding, good will, and 
respect between an institution and its public.” 


Adjusting the Patient 

We have been hearing about the medical social 
worker as the person whose particular responsibility 
is to individualize the patient; whose function is to 
understand, and in cooperation with the doctor, treat 
those social and emotional factors which may be in- 
terfering with the patient’s medical treatment or with 
his best adjustment to a disability. 

Medical social case work is the primary concern of 
the social service department in the hospital. Members 
of the department must be case workers, with the case- 
work point of view and methods inherent in all of their 
activities. 

The medical social worker assists the doctor better 
to understand the patient’s medical problem by in- 
forming him of social and emotional problems which 
seem to have a relationship to the patient’s illness. She 
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This entire plan took much less time to carry out 
than to write about, but this habit of individualization 
is one which will find just such problems, requiring 
some little service that will add much to the patient’s 
comfort. 

These two cases illustrate, to some 
various problems confronting the 
worker in this one area of hospital administration, 
frequently called ‘social admitting.” 

At her desk a situation must be surveyed in detail, 
the difficulties uncovered and recognized in their full 
significance, and the problems interpreted and started 
on their way to solution—all to be done quickly, 
with understanding and tolerance. 


extent, the 


medical _ social 
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helps the patient to move along with the medical 
treatment by assisting him in surmounting obstacles 
that might otherwise stand in the way of his following 
the doctor’s instructions — such obstacles as _ insuffi- 
cient food or improper food; fears and anxieties; a 
family situation which is strained or tense. When a 
permanent disability exists, she helps the patient to 
make the best possible adjustment within his physical 
limitations as defined by the doctor. The medical 
social worker is conscious of the need to consider pre- 
ventive aspects as well as the immediate problem of 
the importance of the long-range viewpoint in medical 
social planning. One of her objectives, in cooperation 
with the physician, is to guard against recurrence or 
unfavorable progress of the patient’s illness. 

This is a department with its central focus on the 
patient as an individual. What contribution, then, has 
it to make to the public relations program of the 
hospital ? 

Pleasing the Patient 

Experts on hospital administration agree that the 
publicity which satisfied patients give a hospital, is 
far more important than any one means of educating 
the public. Patients are satisfied when they realize 
that they have secured maximum benefits and the best 
possible results from their hospital experience. Be- 
cause medical social case work furthers this end, an 
important by-product of its activities is to strengthen 
public relations of the hospital. 

One of the dangers of institutional practice of medi- 
cine is that there may be “regimentation of person- 
alities.” The doctor and the hospital personnel may 
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know practically nothing of the patient as a person, 
except what they can gather from his appearance, and 
from his reactions to the hospital experience. Per- 
haps he may react to that experience with an over- 
whelming fear. He may not show his fright in ways 
that we recognize at once. He may, so to speak, “use 
another language” to express his anxiety. Perhaps this 
will take the form of resisting treatment. He may be 
uncooperative, antagonistic, extremely trying to those 
who are ministering to him, and to the other patients 
in the ward as well. 


Allaying Anxieties 

A disturbance caused by a maladjusted patient is 
apt to infect others. It is only human for busy hospital 
personnel to be irritated by such a troublesome com- 
plication. It is a common experience to have the morale 
of a previously harmonious and contented ward upset 
by the presence of one such individual. Yet, when we 
understand what is back of his behavior, and can 
relieve his anxieties by helping him face and deal 
with his problems, usually, his disturbing behavior 
will vanish like magic, and calm again settle the 
stormy atmosphere. 

Mr. C. was such a patient. As soon as he entered the 
hospital ward for treatment of pernicious anemia, he 
began to complain and protest. By the second day, 
his attitude was reflected in the other patients in the 
ward, and the Sister Supervisor, who is an exceptionally 
tolerant person, was describing Mr. C. to the social 
worker as “a Communist.”” Underlying this patient’s 
behavior, were many real fears and anxieties. The 
social worker learned that in the past Mr. C. had been 
a fairly successful businessman, but that during the 
depression it had been necessary for him to apply for 
relief and he had since been unable to re-establish 
himself. He had never become reconciled to depend- 
ency and it was very difficult for him to ask for 
assistance. 


He Blamed the Hospital 

His wife had suffered a paralytic stroke, and, until 
his admission to the hospital, Mr. C. had been caring 
for her. Following an earlier period of hospitalization, 
Mr. C. had immediately returned home and reassumed 
the burdens of the housework and his wife’s care. He 
had not followed the diet prescribed for him because 
of the lack of funds, and in a relatively short time he 
had been in worse condition than before. Now, he had 
no confidence in what the doctors told him because 
he felt that he had not benefited from his previous 
hospital experience and treatment. Was it surprising 
then, that he presented problems in the ward ? 

It is only after his situation was understood and he 
could express his feelings about it, that steps could 
be taken by the social worker to help him move along 
in medical treatment. With the consent of his wife 
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and himself, arrangements were made to have her 
cared for in a nursing home, so that a prolonged con- 
valescent period could be planned for Mr. C. During 
his hospital stay and later clinic attendance, his illness 
was interpreted to him and the importance of diet and 
liver extract stressed. This was also interpreted to the 
relief agency, so that the earlier difficulty was avoided. 


The Patient Cooperates 

The medical social worker’s primary function here 
was service to the patient by dealing with very real 
problems which were bringing about emotional re- 
actions, which interfered with him, following through 
in the plans for his treatment. An important by- 
product of the service given was that when his worries 
were relievéd, the patient became cooperative and no 
longer a source of annoyance and irritation in the 
ward. This patient who is quite a verbose individual 
might have signed himself out after a short time, and 
left full of unwarranted criticism of the institution. 
Instead he was restored to his maximum capacity, and 
could not say enough about the wonderful care he had 
received. 


Parochial Relationships 

One very important aspect of public relations in our 
Catholic hospitals is relationships with the parishes 
of the community. Clergy and parishioners think of 
the Catholic hospital as “our hospital,” and rightfully 
so; we want them to feel this way. When illness and 
misfortune come, an appeal is made to the parish 
priest. It is probable that he will turn to the Catholic 
hospital as the means of meeting the situation. Fre- 
quently, the hospital can provide the care required, 
but at other times, the request may be one that it can- 
not fulfill because of limitations of bed capacity or 
because of its admission policy. A frequent problem, 
in the hospital designed for care of the acutely ill, is 
to be asked to admit a chronic invalid; or the chil- 
dren’s ward may be asked to admit a well infant, 
whose mother has suddenly become ill and must enter 
the hospital. 

These are simple situations, but they may be hazard- 
ous to public relations if they are not skillfully dealt 
with. There are many times when the hospital must 
say “no” to requests. From the public relations view- 
point, as one hospital administrator has put it, “The 
art is to say, ‘No,’ and make them like it.” 

The hospital’s responsibility when it cannot care for 
the patient itself, is to help the individual to make an 
alternative plan. Because the medical social service 
department knows the resources of the community and 
has working relationships with the agencies, it is 
particularly well equipped to serve in such situations, 
and to interpret the hospital’s position to those con- 
cerned, including the parish priest who may have 
referred the patient. 














Problems of Convalescents 


Discharging patients from free or part-time beds 
frequently presents problems, especially the discharge 
of the patient who has reached the point where the 
hospital can offer him nothing more in the way of 
treatment. If there is a social service department in 
the hospital, the doctor and social worker will antic- 
ipate most of these problems and plan accordingly, 
and when difficulties arise in the course of routine 
discharges, they can be referred to the social service 
department. 

The case of Mrs. M. illustrates this type of problem. 
Mrs. M. had been admitted to the ward as a charity 
case at the request of her parish priest. She had been 
seriously ill with a circulatory disturbance and dia- 
betes mellitus. After 60 days in the hospital, while 
improved, she was still unable to care for herself or 
through her own efforts to administer the necessary 
insulin. Her doctor referred the case to the social 
worker explaining that nothing further was to be 
gained by continued hospital care, but that the patient 
had nowhere to go if she were discharged. 

The social worker found Mrs. M. distressed and 
anxious. Since her admission to the hospital, her hus- 
band’s small earnings had been reduced and he had 
been forced to give up their housekeeping rooms and 
move in with a married daughter who was herself in 
poor health and living under crowded conditions. Mrs. 
M.’s eight-year-old daughter was being cared for by 
friends. Mrs. M. at first could see no way out of the 
dilemma unless she could stay on in the hospital until 
she was completely restored to health, but the social 
worker was soon able to help her accept her plan for 
convalescent care. 

With the assistance of a private family-service 
agency, arrangements were made for her care in a 
nursing home. In a few weeks, it was possible for her 
to assume light household duties, and the little family 
was reunited in housekeeping rooms in a building ad- 
joining the nursing home, so that a nurse could be at 
hand to administer insulin which Mrs. M. was still 
unable to give herself. During this period and sub- 
sequently, the social worker continued to encourage 
and support Mrs. M. in persisting with her diet and 
medical treatment, and to help her in dealing with the 
many emotional problems associated with her illness. 


Cooperation of Social Agencies 


Both of these cases illustrate another aspect of pub- 
lic relations which is very important to the hospital 
of today, relationships with community social agencies. 
The hospital is no longer to be thought of as an 
isolated institution, confining its activities within its 
own four walls. The hospital itself is a community 
agency with social functions. It has become an inte- 
gral part of its community, and must cooperate with 
the various other related agencies in the health and 
social welfare fields. 
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The social service department is the logical channel 
through which the hospital establishes and maintains 
relationships with the community social agencies. The 
medical social worker serves as a liaison between the 
institution and the outside social agencies, interpreting 
one to the other and making the varied social resources 
of the community available to hospital patients. In a 
given case interpretation to the social agency involves 
not only passing on of medical information and recom- 
mendations, but also an explanation of what these 
mean in social terms, in terms of the individual 
patient’s situation. Furthermore, it includes explaining 
the reason for the treatment and the purpose of it, 
so that the agency will understand, accept intelligently, 
and participate in the plan. 

In the case of a child with a rheumatic heart con- 
dition, it meant that the social worker interpreted the 
medical condition and the importance of the most 
desirable possible surroundings for the youngster to 
the Relief Agency in such a way that while the boy 
was in the sanatorium where he had been sent on dis- 
charge from the hospital, the family was helped to 
move from the crowded third-floor apartment to a 
first-floor flat, where the patient could have a room 
for himself. It meant that the agency supplied an extra 
diet allowance and warm clothing for him when he 
returned home; that when he was ready to return to 
school, special adjustments were made in his program, 
so that his activities would be within the limitations 
outlined by his doctor. 

Interpretation to the social agency often involves 
explaining medical etiquette and hospital policies — 
why certain things must be done and other things can- 
not be done, or why certain procedures have been 
followed which seem puzzling or unnecessarily diffi- 
cult to the patient or his relatives. 

When a patient is admitted to the hospital for obser- 
vation, the elaborate and complicated machinery which 
will eventually produce a diagnosis is set in motion. 
Because we are part of the institution, we know that 
it takes time; that results of tests and X-ray exam- 
inations are not available at once and that a period of 
prolonged observation may be necessary before an 
accurate diagnosis can be made. But the patient’s 
worried relatives and the social agency with the re- 
sponsibility of caring for her young children, are not 
familiar with hospital routine and may wonder, if, 
after all, the hospital and doctors know what they are 
doing. Especially in the teaching hospital, the sus- 
picion sometimes arises that perhaps the doctors are 
“experimenting.” 

Under such circumstances, the medical social worker 
is in a position to explain hospital procedure and 
routine in a way that will reassure relatives and insure 
the intelligent cooperation of the social agency. 

The community social agencies constitute part of 
the hospital’s public, so that actually public relations 
are being promoted as working relationships are 
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cemented and interpretation is given on a case-by-case 
basis. 
Community Relationships 

Public relations are strengthened also by participa- 
tion of the hospital social service department in the 
development of social and health programs in the com- 
munity. The hospital has a real contribution to make 
to the community in planning which’ concerns the 
social problems of illness. 

Dr. MacEachern says that, if it (the hospital) wishes 
to gain the good will of its community, must mani- 
fest a sincere interest in the activities of that com- 
munity. But interest is not enough. Activity, too, is 
necessary. In many instances, community 
projects may be of direct or indirect concern to the 
hospital. It is through such contacts that the hospital 
has opportunity to present its own cause, and partic- 
ularly to emphasize the important part it plays in 
community life.” 


Interpreting the Hospital 


In closing I would like again to emphasize that the 
professional contribution of the medical social worker 


YOU have beard already what the contribution of 
the medical social worker can be to the total picture 
of medical care of the patient — how her service fits 
into the organization of the hospital and the com- 
munity as a whole.* I am interested in discussing with 
you the harmonious and closely integrated spirit of 
Catholic activities that constantly permeates the partic- 
ipation of the Medical Social Service Department of 
a Catholic hospital with other groups, both within and 
without the hospital walls. 

We might ask first : “What are the opportunities and 
responsibilities that rest with medical social work in 
relation to Catholic activities— how are they inte- 
grated and how are they of service, one to the other, 
actual and potential ?” 

For purposes of this discussion, I am defining Cath- 
olic activities in the very broadest sense; namely, 
“Any Catholic sphere of action.” 

We would all agree that the essence and ultimate 
goal of any Catholic activity is the salvation of the 
individual — his soul. Since this objective must always 
dominate our efforts, it is implied that we share a 
common area of operation, as well as a common goal, 
and even though in process our services may involve 
responsibility for and have emphasis on different 
aspects of the human being and his problems — some 
with the body and some with the mind and spirit — 
at the same time it is the perfection of the Catholic 
philosophy as well as a fundamental tenet of case 





“Presented at Conference on Medical Social Service, Silver Jubilee Con- 
vention of the Catholic Hospital Association, St. Louis, Mo., June 16, 1940. 
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in the hospital is the practice of medical social case 
work ; that in any other department, this must be the 
central activity, and that any other services which the 
social worker performs must be infiltrated with the 
viewpoint and techniques of case work. The public 
relations of the hospital are strengthened through its 
social service department, first and foremost, because 
recognition and treatment of his social problems, where 
these are related to his medical problems, mean better 
service and better results for the patient; and a satis- 
fied patient is a hospital’s best publicity agent! 
Second, because through its knowledge of community 
resources and working relationships with community 
agencies, the social service department is able to assist 
the patient by making alternative plans when the 
hospital has had to refuse admission or cannot provide 
further care. Third, because it interprets the hospital 
to patients, to the public, and to the social agencies 
of the community; and fourth, through participation 
in the development of social and health programs in 
the community. 





*MacEachern, M.D., Malcolm T., Hospital Organization and Management, 
Physicians’ Record Company, Chicago, 1935, pp. 819-20. 
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work to insist on the understanding and treatment of 
the whole individual. 

Since any Catholic agency whether it be a hospital 
or a child-caring institution, is an integral part of the 
organization of the Church, it should demonstrate in 
its work the influence of its unchanging philosophy. 
Certainly there is no more fitting place than the hos- 
pital to demonstrate Catholic activity in all of its 
component parts for here, health and charity — help 
of body and soul — are the very purpose and founda- 
tion of its being. Thus medical social work practiced 
under Catholic auspices becomes just one more field 
for Catholic activity — with its focus being that of the 
restoration and adjustment of the patient in body and 
in spirit to the disability resulting from his illness 
in so far as is possible. 

I should like to present the relationship and inter- 
play of medical social work and Catholic activity from 
three different standpoints: 

1. Service to the individual patient. 

2. Professional education and its training program. 

3. Interpretative and promotional activities. 

We see the hospital, any hospital, having as its 
chief objective service to the sick, with all depart- 
ments and their personnel — doctors, nurses, techni- 
cians, social workers — lending their skill to achieve 
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the well-being of the patient. Cooperation and partner- 
ship must exist, each group respecting the function and 
individual contribution of the others. In this working 
together for a common end, it is the medical social 
worker who helps to relate the whole experience of 
care and service to the patient—to him as an 
individual. 
A Home for the Sick 

When we think of a Catholic hospital there is an 
additional characteristic which permeates this basic 
structure — the spirit of service, of devotion, and of 
consecration to the care of the sick —the result of 
the lifelong vows of the religious. “Less a hospital, 
more a home” is a phrase often applied to these in- 
stitutions, and it is a simple one to explain. The Cath- 
olic hospital is a home, the home of the Sisters, and 
thus for the patient who seeks and accepts it, there is 
the added satisfaction of spiritual security, from which 
emanates a measure of material security — and secur- 
ity is something we all crave when sickness befalls us. 

Because the Catholic hospital does offer an environ- 
mental opportunity for the spiritual growth of the 
patient, one practicing medical social work in a Cath- 
olic hospital must be cognizant of added responsibil- 


ities and opportunities in her performance. The 


practice of medical social case work cannot be dis- 
associated from its setting nor from the functions and 
policies of the agency in which it is practiced. There- 


fore, since the ultimate aim of the Catholic hospital is 
to assist in the work of the Church, case work in the 
Catholic hospital must take cognizance of and make 
way for the patient’s spiritual development while 
attempting to meet his physical and social needs. 


Spiritual Health First 

We are all concerned with the individual patient for 
one reason or another — some to nurse him and give 
him medical care, some to aid him materially, some 
to rehabilitate him socially, some to counsel him 
spiritually. From the Catholic standpoint, it all adds 
up to one thing: We support him physically in order 
to release and free him for spiritual growth. If the 
aim of the medical social worker is to include the 
spiritual growth of the patient, the case worker her- 
self must possess a philosophy that emphasizes the 
principle of the dignity of the human being. 

The medical social worker in her role of 
should never be “judgmental,” critical, or condemning 
of an individual’s attitudes or behavior. Rather she 
must seek to understand the motivation for them and 
endeavor to aid the patient in securing a constructive 
and, to him, satisfying solution of what seems to be 
his difficulty. Case-work service must take into account 
the patient’s awareness of his problem — his wish to 
do something about it, as well as his capacity to use 
the service made available to him. It may well be that 
the quality of spiritual awareness later evidenced will 


service 
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depend to some degree upon the skill the case worker 
has used in helping the patient. 


Seeking Cooperation 


As medical social workers we serve patients in- 
dividually but in order to carry through our part of 
the program of planning and disposition we must call 
on others to aid us in our particular function, thus 
both directly and indirectly we draw upon many other 
Catholic activities— organized and _ unorganized, 
trained and untrained — where not only potentialities 
for service are stirred and initiated but where genuine 
cooperation for the good of the patients we aid takes 
place. 

In considering service to the individual patient we 
might review some of the intramural and extramural 
sources of Catholic activity that the medical social 
worker uses in carrying through her treatment plans. 

Within the hospital itself, there are the other mem- 
bers of the personnel — from the doctor to the nun — 
whom we seek out on occasion to interpret a difficult 
or particular kind of situation because of their con- 
cern with it. For instance, an understanding doctor 
can sometimes, with interpretation from the medical 
social worker regarding the anxiety of an unmarried 
mother, help her to accept her situation, recognizing 
the necessity for avoiding abortion which may seem 
to her in her disturbed, irrational state of mind the 
only way out of her difficulty, for he from his back- 
ground of Catholic ethics can give her sustaining 
strength and support. 

The chaplain of the hospital is an unending source 
of help to the medical social worker and is often called 
in on a patient's problems as a counselor. There are 
certain natural points in the case-work situation where 
religious need may be manifested and to these a case 
worker should be sensitive. 

For example, Mrs. B., a 25-year-old New England 
housewife, was extremely upset after her baby was 
born. She sent for the social worker while she was still 
in the hospital. The nature of her problem seemed to 
her so confidential that she asked to have the curtains 
drawn around her bed so that she could discuss her 
difficulty with the worker. She had been married be- 
fore and had lived in an adjoining state until she 
moved to New York. She said that she had never 
really cared for her “own husband” and that they had 
lived together as “brother and sister.” She respected 
him but had no particular affection for him. When 
she met Mr. B., she was strongly attracted to him. The 
patient left her husband feeling that it was not honest 
to live with him when she did not care for him and 
when she did want to marry another man. She found 
employment and was saving to secure a divorce when 
she lost her job. She then agreed to go and live with 
Mr. b. as she was unable to support herself and she 
did not wish to return to her husband for support. 
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Her family knew of her situation but none of her 
friends or neighbors were aware of it. They believed 
that she had been divorced and legally married to 
Mr. B. The patient was now very much upset, fearing 
that this fact would come to the attention of the 
hospital authorities and that it might be possible for 
them to take her baby from her. She was reassured by 
the worker on this score. She was disturbed over the 
whole situation as she had always been a good Catholic 
and was aware that she was living in a state of sin. 
She again expressed her deep attachment for Mr. B. 
and her desire to marry him. As a result of the 
worker’s giving her this opportunity to talk over her 
anxiety about her marital situation and offering her 
sustaining understanding, the patient was able to see 
her problem more objectively and decided, after two 
days’ contemplation, to talk with the chaplain of the 
hospital about her situation. She said that she felt 
very much relieved because of having discussed her 
problems with the worker and remarked that she had 
been intensely nervous, unable to relax or eat or sleep 
properly since she had been admitted to the hospital. 
The worker saw the patient in the ward the day after 
she had been seen by the priest. Mrs. B. said that 
after talking with the priest, she had been greatly 
relieved to find that as her previous marriage had never 
been consummated according to the Church regula- 
tions, it might be possible for her to have an annul- 
ment and be properly married. She said, “For the first 
time in weeks I really slept all night.” In reality she 
was looking very much better. The twitching of her 
hands had stopped and her eyes had lost their tense 
expression. She remarked how happy she was to have 
“that load off my mind and know that my baby is all 
mine!” 

In turning to the extramural picture, the first and 
most significant source that we must keep in mind, 
in fact never forget, is that of the parish and the 
parish priest, since every Catholic hospital in terms 
of organization is situated geographically within the 
bounds of a parish and a diocese. Thus it is essential 
for us in Catholic hospitals to realize our place in the 
life of the diocese, and to remember that every Cath- 
olic patient who crosses the hospital threshold is a 
member of a parish and diocese. 

The Catholic Church in any diocese means not only 
the faithful, the clergy, and the religious, all bound 
by a common acceptance and practice of the teachings 
of our faith, but in addition to this, it includes a rich 
background of special facilities available to all such 
as the parochial school system, recreational and social 
facilities and institutional services, all inculcating the 
Catholic philosophy of life and all cooperating to 
bring about the most economical and effective service 
to our chief concern — the Catholic patient. 


Help of Parish Priests 
Thus, a Catholic hospital renders the most effective 
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service to the common cause of the Church when it, 
through its treatment of the individual patient, de- 
velops active relationships with the parish from which 
the patient comes— communicating to the parish 
priest pertinent information regarding his charges as 
well as calling him into actual service on particular 
cases. We do not help or please a parish priest by tak- 
ing over responsibilities which inherently belong to 
him. A tactful, prudent, skilled social worker can do 
much to develop good will between the hospital and 
the Catholic clergy. 

In working with the parish priest two questions 
often arise: when should a case be referred to the 
priest, and how far should the Catholic social worker 
go in accepting responsibility for the spiritual prob- 
lems of the patient ? The following illustrates the kind 
of situation often referred to the parish priest. 

An acute illness of a child frequently is instrumental 
in helping parents to take their responsibility for its 
baptism seriously, thereby providing for its spiritual 
security. This happened in the case of four-year-old 
Joan P. who was brought to the hospital suffering from 
a severe sore throat and fever. She was a frail looking 
child and her parents had been concerned about her 
health and, in particular, this acute illness. In talking 
to the worker the mother said that her husband wished 
to have all of the children baptized as this had not 
been done. He was especially concerned because they 
had neglected their duty and it was Joan’s illness that 
made them both more conscious of their obligations. 
Mrs. P. stated that she was not a Catholic and that 
she was not sure about the procedure that should be 
followed. After the worker related the situation to 
the parish priest he accepted the responsibility for 
helping the parents make the necessary arrangements. 
Through his interest the parent’s marriage was also 
validated according to the regulations of the Church. 
The performance of these two acts relieved their 
anxiety enabling them to feel that they were good 
parents because of having fulfilled this obligation to 
their child, and also made it possible for them to view 
her illness more objectively. 

Usually the patient does not come to the case worker 
with a spiritual problem as such, yet often they are 
revealed to her as conflicts in the mind of the patient 

—even inhibiting physical recovery. When the worker 
becomes aware of spiritual needs, her responsibility 
is twofold: to discuss with the local pastor the prob- 
lem of the patient and then, with his guidance, through 
the use of case-work knowledge and skill, to stimulate 
the patient so that he will go to the parish priest for 
further help. Sometimes patients must work through 
their anxieties, fears, and insecurities before they can 
face referral to a priest. It then becomes necessary 
for the worker to lend her support until the patient 
is sufficiently secure and able to make use of further 
help. 

Not infrequently a Catholic medical social worker 
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may guide a patient in discovering the spiritual remedy 
which alone may be efficacious in his particular case, 
especially when guilt is the motivating force effecting 
the patient’s illness. The case of Miss G. illustrates 
this. When Miss G. first came to the attention of the 
social worker, she was a very depressed, single woman 
of 20. She expressed great anxiety as well as guilt be- 
cause she believed that she had gonorrhea. For 10 
months she had been going the rounds of the hospitals, 
attending gynecological clinics and having laboratory 
tests for gonorrhea and as soon as she was told that 
the test was negative she would go on to another hos- 
pital. The visiting nurse reported that this patient 
had been to at least five different out-patient depart- 
ments for treatment. Miss G. seemed obsessed with 
the idea of having gonorrhea, and unwilling to accept 
a negative report, she seemed to be driven harder to 
find some clinic or doctor who would confirm her fears. 
She was “weighed down” by a feeling of guilt about 
the extramarital relationship that she had had and 
considered that she was being punished by having a 
vaginal discharge. The worker interpreted to the doc- 
tor the cause of the patient’s anxiety and her seeming 
need to have a venereal disease to expiate her guilt. 
The doctor was able to help alleviate the patient’s 
fears about her having the disease but he was not able 
to relieve her from the pressure of her feeling of guilt. 
In talking with the worker, the patient expressed with 
great feeling the importance of her religion to her, 
the gravity of her sin and her wish to be “clean.” She 
seemed to draw strength in thus talking to the worker 
and signified her intention of going to talk with her 
priest. She later told the worker that she had seen the 
priest and that after talking with him she had felt 
able to make a good confession. She said that through 
prayer she had gained new spiritual strength, and she 
believed that through her faith in prayer she had 
secured a job. She has not been to any other hospital 
since nor has she had a need to return to our gyne- 
cology clinic. 

In giving service to any patient the treatment aim is 
to relieve suffering and sometimes the healing of a 
broken spirit means more than the cure of bodily 
illness. Patients in the terminal stage of illness are 
particularly in need of great comfort and support. 
They need strength to face death which is near at 
hand. It is here that the spiritual element because of 
its strengthening and peace-giving qualities is of par- 
ticular value in relation to the care of the sick. Theresa 
M., a patient suffering from far-advanced tuberculosis 
found peace and strength to face death through her 
religion. Theresa was a 21-year-old girl who had been 
at the sanatorium for four years. Prior to that she had 
worked as a domestic for several years. As her disease 
became progressively worse she had become despond- 
ent, feeling that her life had been lacking in usefulness 
as well as in the pleasures natural for a girl of her age. 
She was, however, a very devout person and the social 
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worker realizing this, thought that her devotion might 
be turned to a constructive use. The worker told the 
priest about Theresa. He talked with the patient and 
enabled her to see that “they also serve who only 
stand and wait.” He taught her that her sufferings and 
prayers might be offered up to help others. Through 
his spiritual counseling, she could accept her life which 
had been unsatisfying in so many material respects, 
and could face death. 


Many Catholic Agencies Will Help 

Besides the priest and the spiritual forces of direc- 
tion which he offers, there are innumerable Catholic 
activities carried on within the boundaries of the dio- 
cese which are instrumental in providing service to 
individual patients. 

In the field of Family Welfare Service, there is not 
only the local organized agency of Catholic Charities, 
but there is also the St. Vincent De Paul Conference 
which meets the relief needs of individuals within the 
parish and which is particularly cooperative and use- 
ful where health problems are involved. Sometimes 
there are other parish societies or ladies’ Sodalities 
which, with interpretation and promotion, become 
very active in the support of the medical needs of the 
parishioners. 

Significant aids in the continuation of good medical 
care are the nursing Sisters, such as the Dominican 
Sisters of the Sick Poor and the Children of Mary who 
offer remarkable sustaining service, particularly to the 
chronic patient in his home, who presents a nursing 
problem in most communities. Outstanding instances 
of cooperation and service have occurred between hos- 
pital medical social service departments and these 
community nursing groups. 

Then there are the convalescent homes, homes for 
the aged, children’s shelters and countless other 
agencies whom we call on for service to the individual 
patient with whom we are planning. 

Relationships with parochial schools can be very 
helpful and often prove fruitful in generating further 
direct referrals on the part of the Sisters as they be- 
come conscious of physical or behavior disorders in 
the children which would profit by medical examina- 
tion and care. 

Having discussed some of the Catholic activities 
employed in a program of service to the individual 
patient, we now come to the second topic for con- 
sideration — professional education and its training 
program. The growth and spread of the proper con- 
cept of medical social work in Catholic hospitals can 
come only through the sound training of the worker 
who is to perform. 


Training the Social Workers 
The two elements essential in this picture are the 
school of social work and the training center offering 
field-work practice, a standard practicing department 
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of medical social ‘service — both the school and the 
agency being Catholic activities — one supplementing 
the other. The school and the medical social service 
department have the fundamental obligation of ad- 
vancing Catholic teaching and philosophy and of 
developing sound policies of practice in Catholic 
activity. We are faced with the problem today of find- 
ing fertile fields in the hospitals for the initiation and 
development of more standard departments of medical 
- social service which can be used as training centers 
to enable students to get their practical experience. 
Until this happens, the schools will of necessity be 
curtailed in their ability to enroll more students. 

The basic function of the field-work experience in 
the hospital social service department is to give the 
student an opportunity to put into practice the 
theoretical knowledge of case work and related sub- 
jects which he has received in a school course and to 
orient himself into actual practice under competent 
supervision. There must of necessity be an existing 
relationship between the school and the medical social 
service department in the training of students and in 
the development of workers—the school with its 
theoretical training, the agency with its practical field 
work. It is the joint obligation and task of the school 
and the training agency to see that eventually medical 
social service departments are supplied with workers 
who through their practice of case work will make 
their contribution to sound medical care. 


Interpreting Social Work 
Our third and last point for discussion, interpreta- 
tion and promotion of medical social work in Catholic 
activities, is a broad subject which in itself could be 
material for a paper. Only a few comments are made 
here and it is hoped that they will provoke further 
discussion and amplification by you as a group. 
Many elements and vehicles of strength and 
influence are constantly at play in the way of interpre- 
tation and promotion. Within hospital walls, interpre- 
tation goes on both informally and formally day by 
day through the medium of nursing education, round 
tables with interns, ward rounds with doctors, admin- 
istrative meetings or actual case demonstrations. 
Satisfactory evidence that our service is an effective 
tool in working with human beings is by far the most 


I USE the word integration to mean the process 
by which elements belonging together are brought into 
an active relationship toward a constructive end.* 
What is it within hospital practice that needs to be 
integrated, and how does the medical social worker 
play a part in this process? 

The medical social worker’s primary role is one in 
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important means of interpreting our work both within 
the hospital as well as out in the community. 


Cooperation of Laymen 


In all hospital activities, we are vitally dependent 
upon the understanding and support of the layman. 
Social Service Committees, hospital auxiliaries, or any 
other interested, supporting voluntary groups identi- 
fied with your hospital can prove invaluable aids in 
the interpretation of service programs. If they are 
interested they will give generously of their time and 
energy. They can serve as representatives of the hos- 
pital on various committees of organizations in the 
community such as community chests, federations of 
social agencies and the like—in other words, they 
can become responsible agents and interpreters of your 
hospital services and they, because of their influence, 
reach the public in a way that we never could. 

It becomes a very logical and important respon- 
sibility of medical social workers also to interpret and 
promote the hospital services whenever the oppor- 
tunity arises to do so— whether it be in relation to 
local or national programs. Activities such as speaking 
engagements in local agency settings, membership on 
community councils or participation in national pro- 
grams such as the National Conference of Catholic 
Charities or the National Conference of Social Work, 
are essential parts of their job. In this way, the medi- 
cal social service department motivated by its basic 
philosophy itself becomes a Catholic activity, hope- 
fully influencing others in relation to Catholic thinking 
and practice. 

Do Our Work Well 

I should like to close with a challenge to medical 
social workers in Catholic activity — and that is that 
in carrying out our fundamental principle of charity, 
we must do our job so well that our performance will 
justify the claims we make as to the importance of 
medical social case work in a sound program of medi- 
cal care, and that it will furnish an actual living 
demonstration of results, both to the hospital and to 
the community, and will gain for us the wholehearted 
cooperation of our clergy, religious, and lay people. 
It is only with this united support that medical social 
service can develop, move forward and take its rightful 
place in Catholic activity. 


Kate B. McMahon 


which she attempts to understand the patient as he 
relates himself to the doctor and to his individual 
illness problem. She also as one of the specialists 
within the hospital setting integrates social needs 
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discovered there with the community’s resources exist- 
ing to meet them, or if the community resources are 
lacking, she interprets problems and needs of the 
hospital and its patients to health and social agencies 
in such a way that programs may be modified or 
expanded, or if need be, new resources developed for 
unmet needs arising out of the disabilities and effects 
of illness. 

Hospitals exist to diagnose and treat disease. To 
accomplish this the hospital has become a most ex- 
pensive institution requiring many varieties of skill, 
extensive knowledge, complex professional services, 
and maintenance services to support them. We stand 
in awe before the miracle of diagnosis, the deftness of 
surgical skill; before the mastery of medicine in its 
increasing control of disease. Into this broad picture 
of purpose let us turn our attention to the stream of 
countless patients seeking help for pains, fevers, phys- 
ical handicaps, anxieties of the spirit, boredom, futil- 
ity, hungers of the soul. 


Do Patients Get the Most? 


In the last analysis the test hospitals must meet is 
the percentage of patients who receive the full benefits 
which the medical skill and knowledge of any partic- 
ular time has to offer. Were this test consistently 
applied, I believe we would find a wide separation 
between what modern scientific medicine has to offer, 
and the actual medical outcome for many patients. 

The patient comes to the hospital to have his medi- 
cal problem clarified and to be advised what to do 
about it. The doctor uses his skill in diagnosis to learn 
what is wrong and when this is known, to recommend 
the required treatment. The scientific methods of 
medicine soon establish anemia, diabetes, heart disease, 
peptic ulcer —a problem for surgery or possibly a 
functional disorder. When the diagnosis is known, the 
doctor is ready to move promptly into treatment which 
will assure the best possible result for the patient. 


What Does It Mean? 


In the meantime, the patient who came seeking 
relief from pain, or because of undue fatigue, or of 
failing capacities, has endured examinations, tests, and 
procedures often not understandable to him, some- 
times unpleasant, and many times threatening. In the 
process of medical study he may have experienced 
much of the complexity of the modern hospital. He is 
moved from place to place with the mysterious slips 
of reference. He learns many things but different ones 
from those he expected when he came. He is asked to 
do what he dimly understands. Recommendations are 
made beyond his ability to carry out. He is asked to 
return for medical care, to submit to operation, to 
live with a permanent handicap, or accept the idea of 
chronic disease and adjust to it. 


*Presented at Conference on Medical Social Service, Silver Jubilee Con- 
vention of the Catholic Hospital Association, St. Louis, Mo., June 16, 1940. 
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In this period when the doctor gains clarity the 
patient may build fears, confusions, and anxieties. 
These must be discovered and understood before effec- 
tive participation by the patient can take place. 


Will the Patient Cooperate P 

The medical social worker approaches the patient to 
learn what his illness and the medical care recom- 
mended mean to him, and what he will do about it. She 
must, in the light of this purpose, relate herself to him 
in such a way as to enable him to talk with her freely 
and with confidence in her ability to understand what 
he is expressing. She must appreciate with him the 
wider social consequences which the illness may imply 
for him and his family. She must locate with exactness 
the confusions, the misunderstandings, and the areas 
of misinformation. She must with sensitive skill un- 
derstand the true nature of the anxieties which may 
make it impossible to accept the diagnosis or to co- 
operate in the necessary treatment plan. 





Clearing Up Misunderstandings 

Putting together this knowledge and insight of the 
doctor and of the medical social worker in such a way 
as to reveal the meaning of illness to the patient is 
the integration activity as it appears in medical social 
case work. The diagnosis of tuberculosis, on a young 
man was made in an acute general hospital where the 
disease was not treated. The patient was advised to 
seek sanatorium care. The doctor stressed vigorously 
the need for and advantages of such care, but in 
referring the patient to the medical social worker said 
he had the feeling that his recommendation was not 
well received. The medical social worker, meeting the 
patient in her characteristic way, first explored with 
the patient what he understood about his illness, what 
the doctor had advised, and how he wished to partic- 
ipate in the doctor’s recommendations. In a short time 
it was clear how far apart the doctor and the patient 
were. To the doctor, this was a case of early tuber- 
culosis, in a young man, the prognosis was good — a 
sanatorium existed for adequate treatment, and the 
patient was eligible for care in it. To the patient, this 
was the same disease his brother had —the same 
sanatorium was recommended to which his brother 
had been sent, and where he had died two years before. 
He had not grasped what the doctor had said about 
his tuberculosis, because his mind was closed to other 
thoughts than that he would suffer his brother’s fate. 
The doctor had no knowledge of this reaction nor of 
the facts about the brother’s illness. When in posses- 
sion of them, he again approached the patient to 
explain with new emphasis his early diagnosis and the 
hopeful prognosis. “You came in time,” he explains to 
the patient, and again discusses the treatment he 
needs, this time not focusing on the one sanatorium 
which the patient resists, but on sanatorium care in 
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general and its curative possibilities. “There is hope 
for you, but to make that hope a reality this is the 
kind of care you will need for a period of time.” 

After many questions from the patient, which the 
doctor carefully answered, the interview ended by the 
patient asking to have his name put on the waiting 
list for the sanatorium which he earlier rejected. If the 
medical social worker had gone into this case to stand 
with the doctor in urging sanatorium care, she would 
have been another factor in defeating what both were 
working for, and what the patient deeply desired — 
his chance for life. 

A 12-year-old girl with a spinal condition was 
brought to a clinic by her parents. A careful study 
was made, expensive procedures used, and a recom- 
mendation made for a spinal operation. The doctor 
carefully explained that the diseased bone must be 
removed, and a piece of healthy shin bone substituted. 
The parents asked no questions and gave no indication 
of their attitude toward the operation. They drifted 
away to return two years later. The medical condition 
was unchanged and again the doctor recommended 
operation. At this point he brought in the medical 
social worker. Beginning her relationship at the level 
of the parent’s understanding, she soon found their 
resistance to lie in their misunderstanding of the use 
of the healthy shin bone. To them it meant a lame 
child surely, with a real uncertainty about an improved 
spine. To remove this blocking on the part of the 
parents, it was necessary to demonstrate through 
another patient the possibility for their child. A young 
woman of the same nationality aided in making mani- 
fest to them how she with the same operation, now 
had a good leg and a good spine. The discovery of the 
exact nature of the resistance to the doctor’s recom- 
mendation was the medical social worker’s objective. 
When found, the doctor directed his attention to re- 
move it. When the parents and the patient really 
understood, they moved forward with the doctor and 
the operation was successfully performed. 

The trend to treat the whole person is a growing 
concept in medical practice if one judges by the cur- 
rent literature on this subject. As medicine has be- 
come highly skilled in diagnoses and in the scientific 
treatment of disease, the patient as a person has not 
been considered, particularly in institutional medicine. 
The interrelations between medical, social, and emo- 
tional factors are increasingly accepted as constituting 
the range of the doctor’s responsibility in his care of 
patients. 

The medical problem as the patient sees it, must 
be known to the doctor and reckoned with in his treat- 
ment plan. If recommendations are made that threaten 
too seriously the patient’s usual way of life, he will 
find a way to evade them. In too many cases the 
doctor’s knowledge and the hospital’s resources are 
wasted and justification is found by classifying the 
patient as “uncooperative,” when in truth he fails to 
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cooperate because he does not understand what is 
expected of him. 

Medical therapy is directed toward curing disease, 
removing causes of disease where possible, lessening 
disability, or adjusting the patient to disability which 
cannot be lessened, all of which involves dealing with 
the patient’s attitudes and with persons and conditions 
in his environment, which affect his individual prob- 
lem. Within this theory of medicine the medical social 
worker finds her place. 


Reactions of Mind and Body 


The treatment of disease may be impersonal, but 
the care of the patient must be individualized and 
highly personal. The doctor needs to understand the 
emotional disturbances that accompany illness and to 
have knowledge of the social factors that influence the 
bodily and mental reactions of a person to a specific 
disease. 

Usually patients are referred by the doctor to the 
medical social worker when he believes medical and 
social factors are significantly interrelated. He expects 
of her a careful study of the social factors, and co- 
operation in medical-social treatment where the find- 
ings indicate such is needed. This use of the medical 
social worker stems from the doctor’s concern in the 
care of his patient. The medical social worker is one 
of the specialists necessary to him if he is to fulfill 
his own ideal of adequately treating the person as well 
as the disease. 

It is also common practice for the medical social 
worker to review all patients in certain diagnostic 
groups, such as early tuberculosis, cancer, diabetes, 
the young cardiac, congenital syphilitic infants, be- 
cause of the broad social implications which such 
groups present. 


Medical and Social Agencies 

A recent study of one hundred cases of rheumatic 
fever made clear the complicated problem of integra- 
tion between medical and social resources needed 
throughout the various stages of this important disease. 
The hospital making the study supplied bed care 
during the period of acute symptoms, and established 
as a standard two months’ rest after all active symp- 
toms had subsided. 

For each child it was necessary to discover the 
favorable environment for this posthospital period. 
Did the child’s home afford the proper facilities, and 
the necessary discipline? If not, should placement in 
a carefully selected foster home be substituted, or in 
other instances, would a special convalescent institu- 
tion meet the particular child’s need more adequately ? 
Each child’s problem needed particularized study, in 
order to use effectively the resources the community 
afforded. For each child a long-range plan had to be 
worked out. It must carry him from the acute stage 
through convalescence, return him to school, or pos- 
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sibly later offer vocational guidance, and still later 
make adjustment within the capacity of a damaged 
heart. Specialized resources existed in the community 
to do these things, but if each child was to benefit in 
relation to his need, a service must exist to correlate 
the essential elements to the changing medical con- 
dition. A rough estimate of the cost to the community 
in one year for the care of the one hundred children 
included in the study was $35,000. To judge whether 
this was $35,000 well spent, one must measure the 
medical outcome, the personality growth of each child 
as he adjusted to his problem of disability, the appro- 
priate use of community resources, and the effective 
integration of them as applied to each child’s need. 
The ingredient of medical social case work is neces- 
sary before continuity in long-time planning can be 
guaranteed. 


The Medical Social Program 

The medical social service department is only one 
of many in the hospital’s program. It must relate its 
activity into the broad purposes of the hospital as a 
whole, as well as carry its unique responsibility. We 
have discussed the medical social worker as she uses 
her skill for individual patients; also how she may 
function in relation to a diagnostic group. But what 
constitutes the range of responsibilities delegated to 
this department by physicians and administrators in 
the modern hospital? The program of the medical 
social service department is composed of five elements: 
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Medical social case work for individual patients. 
The development of a medical social program within 
the medical institution. 

Participation in the development of social and health 
programs in the community. 

Participation in the educational programs of profes- 
sional personnel, such as contributing to the teaching 
of the social component in illness to medical students 
and student nurses. Participating with Schools of Social 
Work in offering sound supervisory experience to 
medical social students. 

Carrying on medical social research — exploring the 
area where medical and social factors meet, and affect 
each other vitally. 


The American Association of Medical Social Work- 
ers published in May, 1936, a Statement of Standards 
which includes a discussion of personnel, function, 
organization facilities." One finds in this pamphlet a 
general guide that should be helpful in organizing and 
developing a medical social service department. In it is 
compressed the fruits of medical social practice and 
experience in many hospitals in the United States and 
Canada since 1905. The purpose of the Statement is in 
line with the thinking applied to other areas of hos- 
pital practice by the standardizing groups in medi- 
cine, such as the American College of Surgeons, the 
American Hospital Association, and the Catholic Hos- 
pital Association, to the end that clarification of the 
function of each group is necessary before integration 
of the parts with the whole can be effected. 





1A Statement of Standards to Be Met by Medical Social Service Depart- 
ments in Hospitals and Clinics, May, 1936. Revised, June, 1940. 








Under the patronage and by the invitation of 
His Eminence, Dennis Cardinal Dougherty, Arch- 
bishop of Philadelphia, the Officers and Executive 
Board of the Catholic Hospital Association of the 
United States and Canada announce that the IT wenty- 
sixth Annual Convention of the Association will be 


held at Convention Hall, Philadelphia, Pennsylvania 
June 16th to 20th, 1941. 





























Pioneer Hospital Marks 70th Anniversary 
—St. John’s Hospital, Helena, Montana 


THE 70th anniversary of St. John’s Hospital, 
Helena, one of the first (perhaps the first) hospitals in 
Montana, which was marked here November 1, 1940, 
brought recollections not only of the development of 
a tiny group of workers in a desolate wilderness to 
one of the leading institutions of the Northwest; but 
it was an inspiring reminder of the conquest of that 
wilderness and of many victories over such misfortune 
and travail as few organizations surmount. 

The splendid $325,000 building that crowns Ewing 
street will stand as a lasting memorial to the sacrifice 
and bravery of the Rev. Peter DeSmet, S.J., and of 
five nuns of the Sisters of Charity of Leavenworth, 
Kansas. A lay music teacher who answered Father De- 
Smet’s call must also be ever included in our recollec- 
tions. They came west to help in the cause of humanity 
and of Christianity, which had only recently been 
introduced in the Northwest. Father DeSmet sent for 
the Sisters and the teacher in 1869. 

St. John’s hospital is only one of many milestones 
in the career of this remarkable pioneer. It was he 
who founded the first Catholic mission in Montana — 
St. Mary’s, near Stevensville, which is now 100 years 
old. He also founded several other missions, conducted 


schools for the Indians, introduced agriculture, taught 
the Indians how to make and use implements for 
farms and homes, and taught them how to build 
buildings. 


The Foundation 

On October 13, 1869, when the Sisters and the music 
teacher arrived, the present Helena was a little speck 
of humanity on an endless stretch of mountain land 
and valley. It was then known as Last Chance gulch, 
a mining camp of some activity, but it gave little or 
no promise of ever becoming a permanent community. 
Its present proportions were undreamed of. It was 
not even graced with the appellation of a town until 
six years later, when the name Helena was accepted. 
Even in these primitive days, however, there was a 
church here. It had been built on Catholic Hill by the 
Jesuit priests. 

The Sisters and music teacher were so prompt in 
answering Father DeSmet’s call for workers that when 
they arrived they found no accommodations ready for 
them. The priests surrendered their humble living 
quarters to the newcomers, and lived temporarily in 
the church. 
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Immediately the erection of a dwelling 
for the Sisters and the teacher was begun, 
and in the next year — 1870 — the home 
was finished, as well as a small academy 
for the girls of Last Chance gulch. This 
was St. Vincent’s academy. 

The academy like the hospital became 
increasingly important and far reaching 
as an educational and cultural factor in 
the life of the region until, when its 
building was ruined by the earthquakes 
in 1935, it was one of the outstanding 
institutions of its kind in the state. 


The Development of the Hospital 


In the summer of 1870 a little wooden 
hospital building was built west of the 
academy and beyond the church. On 
November 1, it was opened to the disabled, 
sick, and insane of all the region for more 
than 70 miles around. It was the only hos- 


pital for the insane in all of the Montana 
OLD BUILDING OF ST. JOHN’S HOSPITAL, DESTROYED BY 


territory, and it cared for all the territory’s * OEARTHQUAKE IN 1935. 
mental sufferers until the state hospital 

was opened. Most of the patients, however, 

were sick or injured miners, prospectors or lumbermen After a state hospital for the insane was built, the 
from the land that is now Lewis and Clark, Meagher, Sisters renovated the building they had been using 
Jefferson, and Broadwater counties. as an asylum and established an orphans’ home. In 
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1892 St. Joseph’s Orphans’ Home in the Helena valley 
was established. To date, the Sisters have cared for 
more than 3367 children. They are now caring for 65. 
Earthquake damage to the building has restricted their 
capacity. 

With the coming of the Northern Pacific railroad in 
1883, Helena, now definitely established as a perma- 
nent community, became rapidly more populous, and 
the need for a hospital increased accordingly. The 
little frame building was replaced by a substantial 
brick and stone edifice. This new building was rebuilt 
and greatly improved in 1900. 

In 1915 the Sisters opened St. Ann’s Infant Home 
in the residence formerly occupied by Bishop Carroll. 
During the 20 years before it was destroyed by the 
earthquakes, this home cared for 450 infants. In 1935 
it was moved to the St. Joseph’s Hospital at Deer 
Lodge, Montana. 

For 35 years after its remodeling, the facilities of 
St. John’s Hospital served the community admirably, 
but in 1935 this building, like others, was destroyed 
by the earthquakes. The hospital then became quar- 
tered in the building of the Montana Children’s Home 
and Hospital. This home required considerable 
remodeling, costing $30,000, this amount being secured 
from the Federal Emergency Earthquake Relief 
Funds. 


Community Support and Cooperation 
A group of Helena residents gathered after the 
earthquakes and formed the St. John’s Hospital Asso- 
ciation. They pledged themselves to help the Sisters 
of Charity of Leavenworth to finance the building of 
a new hospital. They fully realized the catastrophe 
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On November 9, 1937, a city-wide women’s meeting 
was held, and St. John’s Hospital Guild was organized 
to help the Sisters in securing a new building and in 
continuing their work in the present building. While 
only one eighth of the total cost of the building was 
raised through popular subscription, nevertheless the 
Sisters felt grateful for even this fraction. The re- 
mainder of the obligation was assumed by the Mother- 
house at Leavenworth. 

On November 29, 1939, the building, acclaimed a 
criterion for efficient hospital service, was opened. It 
was formally dedicated on December 9, 1939, and on 
the day following the members of the Guild were 
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CORNER OF THE LABORATORY AT ST. JOHN’S HOSPITAL. 


hostesses and took the many friends of the Sisters 
through the hospital. 


The Building and Its Facilities 

A handsome building 156 ft. long and 43 ft. wide, it 
is surrounded by a wide garden and an ample parking 
space. A wing 43 ft. wide extends 60 ft. from the center 
of the building. The hospital consists of a full base- 
ment and four stories. It is resistant to earthquakes. 
All of the walls and floors are of concrete heavily 
reinforced with steel. 

In the basement are a modern kitchen, several 
dining rooms, and large store rooms. On the first floor 
are executive offices, the children’s department, X-ray 
equipment and laboratories, the isolation ward, the 
chapel, the Guild’s meeting room, a lobby and recep- 





X-RAY ROOM IN NEW ST. JOHN’S HOSPITAL. 
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OUR LADY’S SHRINE AT ST. JOHN’S. 


tion room, doctors’ and nurses’ rest rooms, and a 
library. 

The second floor is reserved for medical cases. The 
Sisters’ quarters are in the east wing of the first floor. 
The third floor is for surgical cases; while on the 
fourth floor are provided operating and delivery rooms 


as well as facilities for maternity care. Each floor has 
a beautiful sunporch. 

With 5 four-bed wards, seven double rooms, twenty- 
six private rooms without bath, and twelve private 
rooms with bath, and in addition twelve beds for 
children, the hospital can care for 84 patients. For 
the care of infants, twenty bassinets have been pro- 
vided. In emergencies, however, ample space is avail- 
able for additional beds. 

More than 45,000 patients, or an annual average 
number of about 650, have been cared for at St. John’s 
Hospital since 1870 by the Sisters of Charity of 
Leavenworth. With the new building and its modern 
equipment and facilities greater numbers of patients 
can now be cared for. The pioneering forces of the 
Church are evident again. As the population moved 
westward the vast areas of the western prairies were 
gradually colonized. The Religious Orders of the 
Church advanced with equal rapidity to assist in the 
development of such areas. 

As a result of Father DeSmet’s missionary efforts, 
and the sacrifices of the Sisters of Charity of Leaven- 
worth not only the first extant hospital in the state of 
Montana, but also the second extant hospital in the 
present state of Montana was founded — St. Patrick’s 
Hospital, of Missoula — in 1873. The third oldest hos- 
pital in this same northwestern state is the Montana 
State Hospital, of Warm Springs, organized in 1877. 

In addition, these pioneering Sisters have hospitals 
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and health agencies in four other states — Kansas, 
Colorado, New Mexico, and Nebraska. The hospitals 
of Kansas, the state in which the Sisterhood was 
founded, were established as follows: in 1864 St. 
John’s at Leavenworth; in 1908 St. Francis at 
Topeka; and in 1918 Providence Hospital at Kansas 
City, Kans. In addition to St. John’s Hospital, at 
Helena, the Sisters of Charity of Leavenworth founded 
St. Joseph’s Hospital at Deer Lodge in 1880; St. James 
Hospital, at Butte, in 1881; St. Ann’s Hospital, at 
Anaconda, in 1889; St. Vincent’s Hospital, Billings, in 
1898; St. Ann’s Infant Home, in Helena, in 1915; 
and St. Vincent’s Orthopedic Hospital, in Billings, in 
1916. 

We find these pioneer Sisters engaged in missionary 
activity also in the state of Colorado where in 1876 
they founded St. Joseph’s Hospital in Denver; in 
1879 St. Vincent’s Hospital in Leadville; and in 
1895 St. Mary’s Hospital in Grand Junction. In New 
Mexico, as early as 1896, these Sisters developed St. 
Anthony’s Hospital and Sanitarium at Las Vegas. 
Their most recent missionary activity is Our Lady of 
Perpetual Help Hospital at Falls City, Neb., which 
they have only recently taken over. It may be seen, 
therefore, that in a period of 84 years these Sisters have 
spread their hospital activities into five states. Doubt- 
less other activities extend beyond these states. Their 
pioneering efforts, however, have written a most im- 
portant chapter in the history of the Catholic hospital, 
and, we may confidently assert, in the history of the 
Church in our Great Northwest. 

















THE Silver Jubilee celebration of the Catholic 
Hospital Association has placed all of us in an his- 
torical frame of mind. The American Dietetic Associa- 
tion, although a young member among the professional 
groups, has made rapid progress in its 23 years of 
existence having increased membership from 58 to 
more than 4200 in that period. Along with this increase 
in membership has occurred the maintenance of high 
academic and professional standards. 


The Beginnings of Dietetics 

A study of our growth by tracing back our ancestry 
in natural order reveals a 
flourishing family tree. In 
spite of its youthfulness the 
tree did not spring up by 
chance and thrive without 
cultivation. In reality, it 
developed as a_ seedling 
from a combined group of 
sciences, a heritage that we 
proudly acknowledge. The 
family tree is now deeply 
rocted in fertile soil absorb- 
ing nutriment from many 
sources. Its first and conse- 


quently its longest roots THE 
took the form of chemis- FAMILY 

try, biochemistry, nutrition, TREE ) 
human physiology, and ,/}———-—4 


biology. New roots in the aT 
form of the science of food = 
preparation, meal planning, 
and meal service next 
appeared. Related sciences 
such as economics, soci- 
ology, psychology, and 
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The Growth of Dietetics 


Consistent with the sprouting out of new roots and 
the extension of old ones, the growth of the family 
tree has been highly progressive. The size of the tree 
trunk in the illustration reminds us of this. The four 
main branches of the tree represent the four sections 
of the American Dietetic Association — Diet Therapy, 
Administration, Professional Education, and Com- 
munity Education. All of 





us are aware that diet 
therapy was the first 
branch to develop. As a 


matter of fact, for a period 
of time emphasis was placed 
almost entirely on nutrition 
for abnormal conditions 
with the result that the 
significance of the normal, 
adequate diet for the in- 
dividual was dwarfed. This 
is indicated by the knot on 
the side of the main trunk 
of the family tree. Soon the 
| significance of teaching 
normal nutrition as a basis 





\ a . + for all therapeutic diets 
ghnaam . | became evident. The Diet 
X Therapy Section of the 


American Dietetic Associa- 
tion is interested not only 
in the use of food as a 
therapeutic agent but also 
extends its activities to 
research in educational and 





education were added 


almost simultaneously to 
round out the academic background of the 
prospective dietitian. More recently new roots 


in the field of Institutional Economics have become 
firmly established. This last growth has resulted in 
improvement and expansion in food service in many 
hospitals as well as in other institutions. This com- 
paratively new development is helping to lift institu- 
tional food service out of a lethargic state and is 
placing it on a scientific basis. Courses in institutional 
management, quantity cookery, accounting, institu- 
tional marketing, as well as cafeteria management 
have aided in_ revolutionizing quantity food 
service. 


1Courtesy of the American Dietetics Association. 


THE FAMILY TREE OF DIETETICS.1 


administrative problems 
arising from application of nutritional principles to 
the treatment of diseases. 


Growth of Administrative Dietetics 


Although the full significance of administrative pur- 
suits in hospitals and in other institutions was not 
realized at first, administrative endeavors have grown 
by leaps and bounds in the past several years. Again 
the importance of the administrative phase of dietetics 
is illustrated by a main branch. In an administrative 
capacity, the dietitian actually has an opportunity to 
exercise her managerial skill. Here she is able to apply 
the principles laid down for her in institutional eco- 
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nomics courses — marketing, personnel management, 
quantity cookery, and control of food cost. As stressed 
by many others and as pointed out today in the papers 
presented at this meeting, the importance of adminis- 
trative dietetics is ever increasing. The illustration 
of the family tree shows the two branches, Diet 
Therapy and Administration, as widely separated at 
first and then growing closer together until they prac- 
tically touch. This in no way indicates abnormal 
growth but rather portrays the close correlation neces- 
sary between the activities and functions of the special 
diet kitchen and the main kitchen in a hospital. In 
some instances where authority is divided departments 
of dietetics have not been successfully administered. 
In a small hospital having only one dietitian, she 
should be given full responsibility for these two units 
in order to produce harmonious results. In larger hos- 
pitals, well-trained dietetic staffs should assume the 
responsibilities of the entire food service to patients 
and personnel. The new trend in hospital dietary de- 
partments of offering selective menus to the personnel 
in pay cafeterias has proved highly successful in terms 
of satisfied “customers.” Here is another test of the 
executive ability of the dietitian in the main kitchen. 
She must have a thorough, solid background of train- 
ing and experience to meet these new demands. 


Community Education in Dietetics 

Another section of the American Dietetic Associa- 
tion, that of Community Education, now assumes an 
outstanding role in the dissemination of sound informa- 
tion on nutrition to the public. We might label this 
tree branch “Preventive Medicine.” In order to ac- 
complish this common purpose we find many people in 
different capacities working together. Some of these 
are: the school cafeteria director, the teacher of Home 
Economics, the commercial food expert, the Home 
Economics woman in business, the research worker, 
and the nutritionist. This is a varied and cosmopolitan 
group but, nevertheless, is made up of trained, experi- 
enced workers. One of the main problems of any of 
these workers is the interpretation of scientific ma- 
terial in order that it can be understood and practiced 
by the public. The many complex modern conditions 
and particularly the lack of purchasing power make 
the problem of reaching these people extremely diffi- 
cult. This means continuous development of simple 
rules repeatedly presented through all possible means 
of approach. Today the problem is being undertaken 
through various mediums—state and local health 
departments, family-welfare societies, health agencies, 
settlement-house programs, parent-teacher groups, 


nursery-school activities, housekeeping-aid projects, 
cooking schools, radio programs, and food columns 
in newspapers and periodicals. Sister dietitians are 
active in the Community Education endeavors to some 
degree, particularly as related-to their work in food 
clinics. At the present time, however, they participate 
more frequently in the other branches of dietetics. 
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The Training of Dietitians 

The fourth branch, the Professional Education Sec- 
tion, occupies practically a center location on the 
family tree. Its significance is far reaching for all of 
the tree roots directly nourish its activities. It includes 
the college and professional training of dietitians. It 
also embraces the teaching of nutrition to those in 
allied professions. Some of these allied groups are: 
student nurses, medical and dental students, social 
workers, and public health nurses. A glance at the 
family tree shows us the close correlation between com- 
munity education and professional education at this 
juncture. Again, the tree branches practically merge 
for the group of allied professions just mentioned are 
constantly instructing the lay public in some form of 
preventive medicine. The aspect of professional edu- 
cation activities in which we are primarily interested 
relates to the college and professional training of the 
dietitian. Here we are concerned with the membership 
requirements of the American Dietetic Association. A 
bachelor’s degree from an accredited college or uni- 
versity with a major in foods and nutrition or institu- 
tional management is a prerequisite for membership. 
Such a curriculum must include certain of the courses 
illustrated here as the roots of the family tree. Mini- 
mum requirements for students applying for admission 
to training courses approved by the American Dietetic 
Association have been established. In our zeal for 
setting up standards, however, it might appear that 
the student is limited in the course which she includes 
in her program. Opportunity is given from the choice 
of electives in several subjects as symbolized by the 
smaller tree roots which round out and broaden the 
background of the dietitian. A second prerequisite for 
membership in the American Dietetic Association is 
the satisfactory completion of one of the hospitals, 
administrative or clinic courses approved by the 
Association. There are 51 approved hospital courses 
in the United States. Six of these approved hospital 
training courses for student dietitians are under Cath- 
olic auspices. There are also five administrative and 
training courses now approved by the Association; 
there is one approved food clinic course. The National 
Association maintains a supervisory service for all of 
these courses in an attempt to continue high standards 
for training. 


Qualifications of Dietitians 


As an alternative for an approved dietetic training 
course a candidate for membership to the American 
Dietetic Association may present evidence of two 
years of acceptable experience in the field of dietetics. 
Such experience, however, must be acceptable to the 
Association as being successful and. must include 
several phases of dietetics. 

Moreover, exceptionally qualified persons, not ful- 
filling all of the requirements for active membership, 
may be elected to membership by special action of the 
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Executive Board on recommendation of the Member- 
ship Committee. 

Each year many well-qualified dietitians complete 
approved training courses. There is a definite need for 
dietitians with executive ability to assume adminis- 
trative duties. For years, Sisters have accomplished 
very important roles in the hospital field. The Sisters 
manifest sincere, wholehearted interest in the per- 
formance of all of their duties. In order to organize 
efficient dietetic departments it is apparent that more 
and more Sisters should enter this field by completing 
the five-year program of academic and professional 
training as outlined today. In this way, they will be 
prepared adequately to assume not only therapeutic 
but also the highly important administrative responsi- 
bilities. 

Our family tree of the American Dietetic Associa- 
tion has long ago passed the sapling stage. In spite of 
disturbing elements such as too much emphasis on one 
particular phase of dietetics, regardless of food fal- 
lacies and other influences, the tree has been of strong 
enough stock to weather the storm. It has branched 
and leafed out in unexpected places, growing to un- 
predicted bounds. The tree might be described as 
prolific in its growth. Continued enlargement and 
improvement of all of its branches will result in 
widespread, protective shade. Wherever these many 
branches cast their welcome shade, there will be 
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optimum health for the masses rather than for a 
select few. 


Promote Steady Growth 

There is now a new science called “dendrochronol- 
ogy”: This science analyzes the growth rings of trees 
which offer clear records of climate and weather con- 
ditions for centuries past. “Trees grow well in favor- 
able years, slowly in years of drought or other 
hardship. The swing from good years to bad traces a 
pattern of rings visible in a cross section through the 
trunk. For instance, two good years followed by two 
years of drought form two widely separated rings fol- 
lowed by two rings closely packed.” 

A cross section through the trunk of the family tree 
of the American Dietetic Association might also give 
us a progress record. The illustration denotes some 23 
years of growth rings. At first, the rings are somewhat 
irregular, then the concentric circles become more 
clearly defined with normal growth. At present they 
are widening out as an indication of consistent growth 
in all branches. It is our responsibility to prevent the 
stunting of any one part of the family tree. Continued 
progress in our present endeavors should yield a perma- 
nent, lasting record of fine grained, perfectly matched 
timber. 





\‘History as Tree Rings Tell It,” Reader's Digest, Vol. 36, No. 216, pp. 
102-104, April, 1940. 


Presidential Address 


AS THE year 1940 slowly slips over the horizon, we 
still retain the echo of the Jubilee Bells, which an- 
nounced the quarter of a century achievements of the 
Catholic Hospital Association, while we, its offspring, 
are entering into the deliberations of our 8th Annual 
Convention.* On this occasion, I wish to present 
cordial greetings, and an expression of deep gratitude 
to you, the members of our Association, who have 
responded so admirably to this Convention Call. 

In these greetings must be mentioned one who has 
passed to the great beyond. I refer to our deeply 
lamented Honorary Vice-President, His Excellency 
the Most Reverend G. Forbes, Archbishop of Ottawa, 
whose parental interest and kindly encouragement can 
best be repaid by a daily remembrance in our prayers. 

At the Convention celebration of the Silver Jubilee 
of the Catholic Hospital Association, a meeting was 
held at which suggestive topics for discussion at the 
various Annual Conventions were mentioned. We, in 
Ontario, are especially privileged in having our 
dynamic leader with us. He will, in all probability, 
deal with these subjects at length, while we shall 
merely refer to them. Even the reference to the 





*Proceedings of the Ontario Conference of the Catholic Hospital Asso- 
ciation, St. Michael’s Hospital, Toronto, Ontario, October 8, 1940. 
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magnitude of the work, and the far-reaching policies 
of our Association, during these past 25 years, is a 
prodigious task. The accomplishment of the aims 
which have been realized should fill us with overflow- 
ing gratitude, toward one who can say with St. Paul: 
“I will gladly spend and be spent for you.” 

The 24th Annual Convention of the Catholic Hos- 
pital Association, which was held in Milwaukee, car- 
ried its usual inspiration. An outstanding feature was 
the meeting of Canadian representatives, held at the 
request of Their Excellencies, the Bishops of Canada, 
and resulting at a later date, in the organization of 
the Canadian Advisory Board. This organization, 
formed under the most promising auspices, is to deal 
with problems exclusively Canadian. Its first official 
business was to vote that a message be sent to the 
Canadian Minister of Defence, offering the services 
and facilities of the Canadian Catholic hospital, to 
the Government, in the present emergency. 

The inauguration of the British Columbia Confer- 
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ence on April 12, 1940, forms that last link of united 
Canadian Conferences, which will endeavor to per- 
petuate the memory which our present Holy Father 
carried away from America, of the Christlike charity, 
that has built and maintains our hospitals. 

This year’s preconvention activities at St. Louis 
were distinguished by their work of intensive penetra- 
tion into, and interesting discussion of, two vital 
topics, namely: The School Evaluation: Program 
(whose inauguration forms one of the greatest chapters 
in the history of our Association), and the Four Aspects 
of Student Guidance. Since Their Excellencies, the 
bishops, have given to our association such marked 
evidence of their approval of the evaluation program, 
it should now proceed with enthusiasm, ever bearing 
in mind, that acquiescence with this policy is entirely 
voluntary. May we express the wish, that something 
definite may be accomplished in the Canadian Schools 
of Nursing, as a result of Father Schwitalla’s after- 
noon discussion of this, his cherished project, which, to 
reach its present goal, has required so high a degree 
of courage and tact. 

The Silver Jubilee! How I wish it were possible for 
me to convey to you its spirit of enthusiasm. All will 
relive again and again a week that has brought a 
new and deeper meaning into the conception of Cath- 
olic hospital activities. It was a deeply spiritual event, 
which left upon all who attended it the indelible 
imprint of Christ’s nearness to us and of our nearness 
to Him, in hospital work. The many testimonials of 
approval of the Association’s accomplishments en- 
hanced the spiritual relation. The meeting emphasized, 
as no other meeting of the association thus far has 
done, the unity of the work of our association with 
that of the Church. A Catholic project is safe and 
successful, when it meets the favor of those who speak 
to us with the voice of Divine Authority; and with 
such authority more words were spoken in this Con- 
vention than in any of its predecessors. 

One of the outstanding features of this meeting at 
St. Louis was the high order of its program. Time does 
not permit of details. However, a quotation of Bishop 
Schlarman’s from Father Matthias Larose impressed 
me so favorably, I feel that I should like you to 
benefit by the inspiration it gave to me. In speaking 
of the Priesthood of Woman, which expresses the real 
spirit of Christ in sacrifice, he said: “She will best 
fulfill her loving service, if she mingles with it some- 
thing of the priestly spirit, through union with Christ 
in the Holy Sacrifice of the Mass. She may transform 
the sacrifice, which is natural to her, into something 
supernatural and divine.” 

At the close of the Convention, due to the selection 
of topics, which comprised the program, the most 
matter-of-fact person could not fail to realize the 
valuable experiences to be gained by the Sister nurses 
in their daily round of duties in our Catholic hospitals. 

An outstanding feature of the Jubilee Celebration 
was the ceremony which took place at the home of 
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Mr. Joseph Desloge, the stirring details of which you 
will hear from our delegates to this convention. In 
passing, I might say that, that day was one of the 
most precious memories of a memorable week. It was 
a bit of heaven on earth brought into strange accord, 
and it made a deep impression upon the minds and 
hearts of those who were privileged to attend. We are 
very happy indeed to extend hearty congratulations 
to the members of the Ontario Conference who re- 
ceived the Distinguished Service Cross on that auspi- 
cious occasion. 

The resolutions formulated after a week of delibera- 
tion embodied the Spirit of Christ, and the teaching 
of holy Mother the Church. They merit our closest 
study and, if adopted, will undoubtedly solve many of 
the problems, that arise daily in our hospital work. 

The proceedings of the Biennial Meeting of the 
Registered Nurses Association held in Calgary, which 
the Convener of the Nurse Education Section and 
your president were privileged to attend as delegates, 
will be presented to you by the former. The guest 
speaker on this occasion, Dr. Vibert Douglas, Dean 
of Women at Queen’s University, in her topic “A 
Threefold Challenge” said: “If we are to maintain our 
sanity and balance in a world of discord and strife, 
and if we would bring peace into the troubled spirits 
of sick and suffering men and women, we must first 
be sure, that in our own spirit there is joy and fullness 
of life, and a peace, deep as the still depths of the 
deepest ocean, firmer than the foundations of a great 
mountain, wide and spacious as the starry firmament’s 
inescapable infinity of radiant gaze, that fades only as 
it outpasses mortal sight.” Reverend Father Johnson, 
Director of Department of Education at Washington, 
spoke in a similar strain, when he stressed the neces- 
sity of our own personal sanctification, in participating 
in Christ’s mission to the sick. 

During the past year, the benefits accruing from 
our association with the Canadian Hospital Council 
was manifested in an effective and highly beneficial 
manner. By the keen discriminating insight and the 
active measures taken to present the Sales Tax Exemp- 
tion being removed and Hospital Unemployment In- 
surance becoming effective, The Canadian Hospital 
Council saved our already financially burdened Insti- 
tutions more than a million dollars. 

The member of the Canadian Advisory Board fondly 
called this “our little Convention.” Little it may be, as 
regards its duration of time, but great, I hope, in its 
power for inspiration, and the acquisition of those 
fundamental viewpoints concerning the Catholic 
school of nursing. Who can doubt but that an impetus 
will be received from the discussion, which will follow 
the interchange of ideas, and the presentation of com- 
mon problems, which will be carried back to our re- 
spective missions and thus facilitate the attainment 
of our high purpose? Surely this Convention will 
achieve what is the fondest hope of all those who have 


interested themselves in its success; that is, to re- 
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enkindle to flaming fervor the Charity of Christ, 
which has urged us on. May that Charity, which alone 
will bring peace to a war-troubled world, be like God’s 
sunshine, which reaches out from us and embraces 
every race and creed and color. 

As in retrospect we review the accomplishments of 
the past year, let us remember that the ideals which 
motivated the first nuns who landed on our shores 
three hundred years ago are ever the same. Our suc- 
cess will be measured by the opportunities for achiev- 
ing spiritual values, for rendering the most completely 
unselfish service to the sick and the poor, and the 
opportunity for bringing Divine grace into the hearts 
of those who have neglected their obligations to God. 
In striving to attain the ideal, as portrayed by Christ 
our Model, why not frequently invoke the recently 
canonized Saint Gemma Galgani, special patroness of 
nurses, physicians, patients, and of all who are con- 
nected with hospitals or with the sick? 

Before concluding, permit me to express to our 
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Reverend President deepest appreciation and grateful 
thanks for the signal favor he has conferred on us 
by his presence here today, which augurs so favor- 
ably for the success of our 8th Annual Meeting, I 
extend my sincere gratitude to the Convener and mem- 
bers of the Arrangement Committee; to the Sisters 
who are so graciously participating in the program; 
to every member of the Executive Committee for their 
never-failing assistance, and particularly to our secre- 
tary, who has been a “pillar of light” to your president. 

Since the dominant note of this year of the Silver 
Jubilee celebration of the Catholic Hospital Association 
is one of thanksgiving, it may be fittingly expressed 
in the words of an Irish Te Deum: 

“Thanks be to God for His love and His goodness; 

Thanks for the grace that has guided our way; 

For our faith and its treasures, and all His great 

mercies ; 
And thanks for the blessing and joy of this day.” 


The Measurement of Hospital Service 


ANY consideration of the measurement of hospital 
service should begin with a definition of what we mean 
by hospital service. Webster defines a hospital as “an 
institution or place in which patients or injured per- 
sons are given medical or surgical care.” It seems to 
me this definition is not complete, since no distinction 
is made between an institution where ambulatory 
patients only are given medical or surgical care and a 
place where patients admitted are so ill or injured as 
to require medical or surgical care in bed. An institu- 
tion giving medical or surgical care to ambulatory pa- 
tients only is not usually called a hospital, but the 
institution that gives medical or surgical care to 
patients in bed as a rule cares also for ambulatory 
patients. So we are safe in saying that the average 
hospital renders service to two rather distinct types 
of patients: 

1. Persons so ill or injured as to require medi- 

cal or surgical care in bed. 

2. Ambulatory patients who do not need to be 

cared for in bed. 

While these two types of patients use many of the 
hospital facilities in common, particularly the diag- 
nostic services, the extent and consequent cost of serv- 
ice rendered to the ambulatory patient is insignificant 
(per average patient cost) as compared with the ex- 
tent and cost of service rendered to the patient in bed. 
The basic service unit then in the measurement of 
hospital service, as far as bed patients are concerned, 
is the bed. As the British aptly put it, “for statistical 
purposes a bed is to be regarded as a service and 
not as an article of furniture.” 

To illustrate, a given structure may have 100 beds 
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(articles of furniture) in it and, in addition, it may 
have been constructed to accommodate 100 patients, 
but it does not necessarily follow that it has 100 serv- 
ice units. Sometimes it has more than that, but usually 
less. The beds may be used by nurses or other em- 
ployees, or perhaps beds are stored away because 
they are not needed for the accommodation of patients. 
It follows then that there are two important facts, as 
far as the community is concerned, that should be 
available as to every hospital unit: 

1. Its maximum bed capacity. 

2. Its bed complement. 

When I say “as far as the community is concerned,” 
I mean that the hospital is a community welfare insti- 
tution that has far greater social responsibilities than 
the corner filling station, for example. The community 
as a rule makes the hospital available from its own 
resources on a nonprofit basis by the use of tax funds 
or by private philanthropy or by a combination of 
the two. The trustees of the hospital (or whatever 
group that holds the property in trust for the com- 
munity) in turn has an obligation to the community 
to administer the hospital economically and efficiently 
for the benefit of the whole community. 


Report Maximum Capacity 
Since the hospital is costly to construct and operate 
and it operates most economically and efficiently when 
the plant is being utilized to capacity, it follows that 
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the community should not be asked to enlarge the 
plant until it is being fully utilized. This occurs when 
all the beds the plant was built to accommodate are 
being utilized. So every hospital should report to the 
the community it serves the maximum bed capacity, 
by which we mean “the theoretically largest number 
of hospital beds which could be established in the 
hospital, based upon space intended for such use, 
whether or not beds are installed.”” Maximum bed 
capacity should not violate state space requirements. 
For example, if there is a state law that every hospital 
bed must be provided with 500 cubic feet of air space, 
you could not count the maximum capacity of a 
ward with 2500 cubic feet of air space as a six-bed 
ward, despite the fact that there may be six beds in 
it, and to that extent the hospital is violating the 
law. 

The British have made much more progress than 
we have in the matter of accurate statistics on meas- 
urement of hospital service as far as utilization of 
hospital beds is concerned. One reason is that they 
utilize their investment to a much greater extent. The 
British do not use the term “maximum bed capacity” 
at all, but their definition of bed complement is a 
cross between what we call maximum bed capacity 
and bed complement. The British define bed comple- 
ment as “the number of units of bed service, that is, 
the total number of beds normally provided for the 
reception of in-patients. It includes, therefore, perma- 
nent beds temporarily closed and excludes temporary 
beds.”” I would exclude permanent beds temporarily 
closed and include temporary beds. What we are in- 
terested in is the number of units of service available 
for patients at a given time, and the average number of 
units available for patients over a given period of 
time, such as one year. The British go on to say that 
bed complement does not include “beds that have 
never been opened for use by patients, nor beds that 
have been permanently closed.” The definition of 
maximum bed capacity I have given includes such 
beds. 

What the British define as an open bed, “one which 
forms part of the bed complement and which is at the 
time either in use by an in-patient or available for the 
admission of an in-patient,” I would define as bed 
complement. The British have a formula for arriving 
at the number of open beds. They start with bed 
complement “the number of beds normally provided 
for the reception of in-patients,” and deduct beds 
closed because of rebuilding or construction of addi- 
tions, repairs, redecorating, cleaning, or infection, or 
other causes, to arrive at open beds. My suggestion is 
that we start with maximum bed capacity and deduct, 
in addition to what the British deduct from bed 
complement to arrive at open beds, the number of 
beds that have never been open and the number that 
have been permanently closed. What we are primarily 
interested in is the utilization of beds that are avail- 
able for patients at a given time and over periods of 
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time. In the average hospital operating at a normal 
bed occupancy, this figure is not difficult to arrive at. 
It is only in the hospital where abnormal conditions 
exist as to bed occupancy that difficulty arises. 


What Is the Capacity? 

To illustrate the practical application of what I 
am talking about, the American Medical Association, 
in its annual survey of hospitals, simply asks for the 
number of beds. It does not attempt to define what 
it means by the number of beds, whether bed capacity 
or bed complement, other than to say “not beds for 
nurses or other employees.” The 6226 registered hos- 
pitals reported 1,195,026 beds and an average census 
for the year of 996,483 patients, which gives a bed 
occupancy of 83.4 per cent for the year, according 
to the American Medical Association, but the number 
of beds reported by each individual hospital is un- 
doubtedly either bed capacity or bed complement or 
some figure in between at the time the report was 
made, which was usually the end of the calendar 
year, 1939. Since the number of beds in registered 
hospitals gained 33,646 during the year, it is obvious 
that the number of beds used to arrive at bed occu- 
pancy is not the average for the year. It would seem 
just as logical to use the number of beds reported 
at the end of the previous year, 1,161,380, to arrive at 
bed occupancy, which would give a figure of 85.8 
per cent, a difference of 2.4 per cent, as compared 
with the occupancy figures reported by the American 
Medical Association. It is probable that the true 
occupancy figure, based on average bed complement 
during the year as I have defined it, is somewhere be- 
tween these two figures. 

The American Medical Association places much 
stress on the fact that on the average day during the 
year 1939, the registered hospitals had 198,543 empty 
beds, based on the difference between the average cen- 
sus reported for the year and the number of beds 
reported at the end of the year. I could with equal logic 
argue that the number of idle beds was 33,646 less 
(the increase during the year) or 164,897 beds. It is 
obvious that both figures are wrong. 

I do not want you to think for a minute that I am 
critical of the American Medical Association. It per- 
forms a magnificent service to the hospital field in 
the publication of its register and the statistics on 
hospital service each year, but the point I am getting 
at is that the register and the statistics could be made 
with much greater accuracy and consequent value to 
the hospital field by better cooperation on the part of 
hospitals. The American Medical Association is prob- 
ably doing as well as it can under existing circum- 
stances with such cooperation as it can get from the 
hospital field. It should be noted that the difficulty 
arises not so much from the American Medical Asso- 
ciation’s compilation as for the lack of understanding 
of the statistical definitions on the part of hospital 
executives. Hospital accounting and statistical records 
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are notoriously poor and there is an appalling lack 
of interest in uniform accounting and statistics. The 
mere request each year by the American Medical 
Association for these data has been an educational 
influence of greatest value. 


A Study in Capacity 

Early in my work with the hospital section of the 
Duke Endowment in the Carolinas, I ran into this 
problem of the definition of a hospital bed. Since the 
Duke Endowment was interested in the provision of 
adequate hospital facilities in these two states, the 
utilization of existing facilities was an important fac- 
tor. The question was, should the degree of utilization 
be based on the number of beds the plant was built 
to accommodate, or on the number of beds actually 
being used for the reception of patients? I decided 
that both bed capacity and bed complement were im- 
portant and the 130 hospitals, aided by the Duke 
Endowment that care for 90 per cent of all the general 
hospital patients in the Carolinas, so report each 
year. The results obtained in this way for the average 
hospital in the group of 55 with less than 50 beds in 
1937 aided by the Duke Endowment appear in the 
accompanying tabulation (Appendix A). The data 
for the year 1936 are fictitious and for purposes of 
illustration only. During the year 1937 space for seven 
bed patients in the average hospital was either being 
used for other purposes or not being used at all. Fre- 
quently this space was used to accommodate nurses 
until such time as the demands for accommodation 
by patients made it necessary to provide quarters 
elsewhere for the nurses. 


Report In-Patients Discharged 


In-patients discharged during the year is the figure 
that should be reported, rather than admissions, be- 
cause you cannot well report statistical data on pa- 
tients still in the hospital at the end of the year. As 
a practical matter, it usually makes very little 
difference over a period of a year whether the average 
stay is figured in the general hospital on the basis of 
admissions or discharges, since the number of admis- 
sions and discharges is usually approximately the same 
and the total days of care reported is usually for the 
calendar year and not for either admissions or dis- 
charges. The average stay obtained in this way would 
usually be the same as if actual days of care of pa- 
tients discharged during the year, both during the 
current year and in previous years, were used in mak- 
ing the calculation. 

In long-stay institutions, such as nervous and mental 
hospitals and tuberculosis sanatoria, the average stay 
should be figured on the basis of the number of 
patients discharged during the current year and the 
days of care used in figuring this average stay should 
be the number of days of these patients discharged, 
both during the current year and in previous years. 

The mortality rate, the clinical classification into 
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medicine, surgery, obstetrics, and the like, or other 
clinical data, cannot be based on admissions, because 
such data cannot be recorded until the hospital has 
finished with the patient. For these and other reasons 
the hospital should always report patients discharged 
rather than admissions. 


How Many Days of Free Care? 


My definition of a free day of care would be a day 
of service rendered a patient free of charge, so far as 
the patient is concerned, because he is unable to pay 
for the service. The hospital is a public welfare in- 
stitution and the public either through taxation or by 
private philanthropy, has to bear the burden of caring 
for the patient unable to pay for hospital service. As 
a consequence, the hospital has an obligation to 
report that charity burden to the public. The failure 
of many hospitals to so report accounts in large 
measure for their financial difficulties. No institution 
has a greater appeal to public support than the hos- 
pital, but the basis of the appeal must be stated in 
concrete terms that the public can understand. In 
this connection, I would count as free days of care the 
days which the part-pay patient does not pay for. 


Classifying Surgery 

Medicine continues to advance by leaps and bounds 
and hospital statistical terminology should keep pace 
with this advance. Dr. Hubert A. Royster, a dis- 
tinguished surgeon of Raleigh, N. C., has crusaded 
in season and out against the use of the term “minor 
surgery,” and apparently a large number of leading 
surgeons, including professors of surgery in our medi- 
cal schools, agree with him. If we discontinue the use 
of the term “minor surgery,’ we might as well drop 
the term “major surgery,” because it has no meaning 
except in relation to the other term. As a consequence, 
the Cleveland Hospital Council, which has the deserved 
reputation of being several jumps ahead of the proces- 
sion in many particulars, classifies surgery into three 
types: 
5110 Operations* 

5111 Type I 

This class of surgery includes all surgical operations 
within or upon the contents of the following cavities: 
the cranium, the thorax, the abdomen, including the 
pelvis, extensive dissections or plastic operations, 
amputations greater than of fingers or toes, open 
reduction of fractures of the long bones and skull, 
and body and hip casts for adults. 

5112 Type Il 

This class of surgery includes all surgical operations 
other than listed under Type I but requiring general 
anesthesia, such as: eye, ear, nose, and throat opera- 
tions, drainage of abscesses, open reduction of fingers 
and toes, closed reduction of fractures, less extensive 
dissections and plastic operations, amputation of 





*Extract: Manual of Hospital Accounting, Part IV, Page 12, 7-29-36, 
Cleveland Hospital Council. 
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fingers and toes, body and hip casts for adolescents, 
less extensive casts for adults, dilation and curettage, 
cervical repairs, cystoscopic examinations including 
pyelogram, application of appliances, approximation 
of wounds with clips, care of poison cases, stomach 
lavage, etc. 

5113 Type Ill 

This class of surgery includes surgical operations 
other than classified in Type I, and not requiring 
general anesthesia, such as: eye, ear, nose, and throat 
operations, drainage of minor abscesses, removal of 
specimens and growths, less extensive casts for adoles- 
cents, cystoscopic examinations and _ treatment 
(without pyelogram), application of appliances, cir- 
cumcisions, simple dressings, approximation of wounds 
with clips, treatment of burns, closed reduction of 
fractures, and other minor procedures requiring operat- 
ing-room or emergency-room service. 


Reporting Laboratory Tests 


Each different examination of the same specimen 
in the laboratory should be counted as an examination 
for statistical purposes. The total number of examina- 
tions in relation to the total number of patients is 
strong evidence of the quality of service rendered by 
the hospital. As a rule a hospital with comparatively 
few laboratory examinations in proportion to patients 
is not a very good hospital. The division of laboratory 
examinations between in-patients and ambulatory 
patients is of importance in making an apportionment 
of costs to these two services. 


Good Films Made? 

Only X-ray films made are indicated in the com- 
parative statistics, because small hospitals, as a 
rule, do not attempt superficial or deep therapy, 
nor do they give treatments with radium. These facts 
should be added when hospitals give such services 
and also physiotherapy treatments. Only good films 
used for diagnostic purposes should be counted. Films 
that are spoiled should not be counted. The number 
of films made in proportion to patients is also a valu- 
able index of the quality of service rendered. 


Ratio of Employees to Patients 

The ratio of employees to patients is an important 
index of hospital efficiency, particularly in relation to 
the bed occupancy. In small hospitals without schools 
of nursing one employee per patient per day appears 
to be about the average when the hospital has a bed 
occupancy of as much as 50 per cent. The ratio usually 
varies up or down as the bed occupancy changes. 


New-Born Not Patients 
The care of new-born infants is treated as an 
auxiliary service. They are not included in the number 
of patients discharged or other statistics on the care 
of patients. Hospital Accounting and Statistics, pub- 
lished by the American Hospital Association, defines 
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a new-born infant as “a patient newly born in the 
hospital and remaining after birth for continuous 
treatment, or any infant occupying a bassinet during 
its period of hospitalization.” If I were defining a 
new-born infant, I would omit the latter part of this 
definition. An infant brought into the hospital without 
its mother should be counted as any other in-patient. 
It is only the infants born in the hospital that should 
be counted as new-born. That concept fits in with the 
idea of care of infants as an auxiliary service and not 
as regular patients of the hospital. In any clinical 
classification of patients by services, such as medicine, 
surgery, and obstetrics, new-born infants should be 
included as a separate clinical classification. 

A comparison of the average cost of caring for an 
in-patient one day with the average collection is an 
interesting figure from the community standpoint. This 
should be a measure of the amount of service rendered 
to patients unable to pay for hospital bills. It is not 
always an accurate measure, because charges to pa- 
tients able to pay hospital bills are not always based 
on cost, as they should be in a nonprofit hospital. The 
collection per patient per day should not include pay- 
ments from tax funds or private philanthropy for the 
care of patients, either individually or as a group. In 
arriving at these figures the days of care of new-born 
infants are excluded. 


Reporting Out-Patients 


Hospital Accounting and Statistics defines an out- 
patient as “an individual registered for and receiving 
service in the institution and who does not occupy a 
regular hospital bed or bassinet, as defined.” Then it 
defines a private ambulatory patient (private-service 
out-patient) as “a person referred to the institution 
for one of the special diagnostic or consultation or 
treatment services, such as X-ray, physiotherapy, or 
a basal metabolism test. Such patients remain under 
the care of the referring doctor or hospital. They 
usually pay an established fee for the services rendered 
and should always be registered as a separate class.” 

You will notice that I ignore both of these defini- 
tions and call them all ambulatory patients, because I 
believe they should be classified in accordance with 
their ability to pay, the same as in-patients, into full 
pay, part pay, and free. “Out-patient” was the term 
used to describe an ambulatory patient back in the 
days when only the sick poor went to hospitals for 
treatment. The term “private ambulatory patient” 
has been introduced to describe the patient able to 
pay for service, but my experience has been that in 
the small hospital with no regularly organized out- 
patient department for the sick poor, it is almost im- 
possible to distinguish between the two. As a 
consequence, my recommendation is that we call them 
all ambulatory patients and classify them as full pay, 
part pay, and free according to ability to pay for 
service. 

You will notice I do not suggest the division of 








66 HOSPITAL 


ambulatory patients into old and new for the reason 
that I think this is of minor importance in the average 
small hospital without a regularly organized out- 
patient service. If we can get these hospitals to go so 
far as to count the number of ambulatory patients 
served during a given period and the number of 
visits they made, we will have made a long step for- 
ward. In this connection it seems to me we should 
count a visit for each department visited. To illustrate, 
an accident case goes to the emergency room, has an 
X-ray examination and a urinalysis. That would be 
one patient and three visits. Visits to the department, 
rather than the hospital, should be counted. 

The average number of employees in the out-patient 
department should be based on the proportion of time 
spent by perhaps several different individuals in car- 
ing for the ambulatory patient. 


APPENDIX A. COMPARATIVE STATISTICS, COM- 
MUNITY GENERAL HOSPITAL 


Plus or 
I. In-Patient Service 1937* 1936 Minus 
Maximum Bed Capacity December 31. 35 35 
Bed Complement December 31........ 29 28 1 
Average Daily Bed Complement...... 28 26 2 
ae. re 15.6 14.1 1.5 
Per Cent of Beds Occupied...... 55.7 54.2 1.5 
In-Patients Discharged.............. 671 601 70 
OE eee 5711 5148 563 
Average Stay in Days.............. 8.5 8.6 —1 
Oe BI Oe GIR. ack ipiccasceeeseds 2513 2170 343 
ee IS itis Sn en eps iene’ 44.0 42.1 1.9 





*Averages for 55 general hospitals with less than 50 beds aided by The 
Duke Endowment in the Carolinas. 
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Plus or 
I. In-Patient Service 1937* 1936 Minus 
PE Larniidedersdeue wae wawasdee 32 29 3 
STE ME wia.aic dba hain aahacaletvce 4.8 48 
I srt iis aa sin git drove Och aaa 1 2 —l 
Sempienl Cperatioms .. oc nc. cccccsess 378 350 28 
ME int ibaa wanes os ewig ee 152 144 8 
CE edi na eneenedteaeaaeure 101 88 13 
I init hte mle Sed arpa dS weer 125 118 7 
Laboratory Examinations ............ 1785 1761 24 
Pe el ee 126 140 —14 
Average Number of Employees...... 15.5 14.5 1.0 
Per PURE Per TAG... ccc cccsccce 1.0 1.0 
Ge ere pr 3.984 4.060 —.076 
In-Patient {Collection ............. 2.700 2.681 019 
per Day —_ ——_ - 
SE kt tavawknlctaeenkas 1.284 1.379 —.095 
I nas hte aka we bee an eeda 3 3 
New-born Infants per Day.......... 1.0 10 
Per Cent of Bassinets Occupied... . 33.3 33.3 
New-born Infants Discharged........ 57 51 6 
SE Oe GE i asacnitendnsdiecksons 357 371 —14 
Average Stay in Days.............. 6.9 7.3 a4 
ES Ok Snake aiiain aecaeoe ena es 5 4 1 
I cup ucackenecedineemnns 3 5 —2 
st fee eee 14.0 17.6 —3.6 
II. Ambulatory Patient Service 
«ce clea tH SPSL WAN wR poke 459 471 -12 
er a ae acai teal d i kiGo Gs 756 723 33 
Surgical Operations Type III........ 121 126 -§ 
Laboratory Examinations............ 539 406 133 
WE Pe kn ccaciicns cans 130 138 —8 
Average Number of Employees...... 5 a 
SEE, jadi ine cdeaaee hs .700 731 —.031 
Ambulstery Icolection ............ 970 823 147 
Patient eerie tis 
Visit ee ae 270 ~=—-«.092 178 


How a Head Nurse or Supervisor May 
Insure a Fair and Accurate Rating of the 
Student Nurse’s Ability and Personality 


THE Head Nurse or Supervisor is chiefly respon- 
sible for planning the practice of student nurses, and 
helping them to apply what they have learned in class- 
work and study.* 


Supervisor Should Be Prepared 

The preparation of the Supervisor for this work is 
extremely important. Head nurses are advised to 
prepare themselves more fully for their work as teach- 
ers, by taking definite courses in educational psychol- 
ogy, and in the principles and methods of teaching. 
Considerable knowledge and ability are required, if 
one is to organize a clinical teaching program success- 
fully. The head nurse should be able to select learn- 
ing situations within her floor or unit. She will need a 
thorough understanding of her subject, and should be 
able to arrange and direct the learning experiences 





*Proceedings of the Ontario Conference of the Catholic Hospital Asso- 
ciation, St. Michaei’s Hospital, Toronto, Ontario, October 8, 


1940. 


Sister M. Stanislaus 


competently. Repeated performance is needed to gain 
efficiency in any art. The art of nursing takes a larger 
proportion of time than the science. The nurse learns 
much nursing theory as well as nursing practice 
through direct contact with patients, and participation 
in their care. Learning is an individual matter. Because 
of differences in heredity and environment, students 
vary in intelligence, ability, temperament, etc., and 
what may be too difficult for one, may be too simple 
for another, in the same class. Experience should be 
arranged in a progressive sequence, and the patient 
should always be guarded. The less experienced or the 
less capable the student, the more detailed will the 
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direction need to be. Then it is clear that the head 
nurse’s responsibility is one of constant supervision 
and practical teaching. 

When a student is assigned to her floor or unit, the 
head nurse should try to determine the degree of 
technical skill she has already attained, and provide 
such supervised practice as the situation needs, in 
order to develop the degree of technical skill required. 


Student Nurses Not Employees 


Student nurses should be classed as students, and 
not as employees. They should not be expected to 
function on the same basis as graduate nurses. As 
learners, their experience is carefully selected and 
graded in accordance with their particular stage of 
training, and supervised carefully. This plan is prac- 
ticable and satisfactory only when the head nurse 
has a staff sufficient to allow time for teaching, and 
for the kind of preparation that is essential to good 
teaching. Since patients represent most of the subject 
matter for study in clinical programs, methods of 
assigning experience in connection with their care, are, 
actually, study assignments. 

There are two different methods of assigning this 
nursing care of patients to students, during the day. 

1. The so-called Case Method. 

2. The Functional, also called the Specialization, 

or Piece-Meal Method. 

In the Case Method, responsibility for the entire 
nursing care of a patient or group of patients is as- 
signed to one nurse, for the time she is on duty during 
the day. 

In the Functional Method, a group of nursing func- 
tions, such as the administration of medicines, giving 
baths, or taking of temperatures, is assigned to one 
nurse to be performed for many patients. 

In general, a combination of the two has been 
found to be the better method for a hospital of the size 
of St. Michael’s. Special interest is taken by some one 
nurse, in each patient, for the greater part of the day. 
To avoid overtaxing a student with a great variety of 
procedures, and possible neglects, activities such as 
taking of temperatures, doing dressings, and adminis- 
tering medicines, are grouped into Units, and assigned 
to some one nurse who can benefit specially by practice 
in this particular type of assignment. Then, during this 
nurse’s time off duty, the nurse in charge of the patient, 
may assume the responsibility further, and thus obtain 
occasional practice in procedures for which she is not 
entirely responsible during the greater part of the 
day. Here, again, careful supervision is essential. 


Ability to Judge the Student 
Since the head nurse’s ability to rate students de- 
pends a good deal on her conception of what is good 
and what is poor in an assignment, some scale or 
standard should be used for measuring, and if a stu- 
dent falls short of the accepted standard, the rater 
should view her own methods critically. 
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It has been suggested that where two or more ap- 
praisals are to be made before a report is final, the 
first marking or rating should err rather on the side of 
leniency than otherwise. The rating that will follow 
some time later will be a check, if the student has 
failed to maintain the first high standard. The reason 
for this view is, that the student may find herself in 
new and unfamiliar surroundings, and unaccustomed 
to existing conditions. She should be allowed a week 
or more to adjust herself to an entirely new or strange 
mode of activity. 

Rating a student is done in several ways: (1) The 
informal estimate of student progress; (2) The Essay 
type, in the form of written examinations; (3) The 
“New-Type” Tests which include, (a) Matching, (+) 
True-False, (c) Completion, (d) Recall, (e) Multiple 
Choice, and (4) Standardized Tests, which consist of 
exercises similar to those used in New Type examina- 
tions. 


Kinds of Tests 


The Informal Test is particularly useful in the 
clinical field. It can be applied in testing and meas- 
uring growth in knowledge, technical skill, and social 
conduct. For example, if the quiz is to ascertain the 
degree of technical skill in a surgical procedure, such 
asa dressing to be done, this is rating objectively, and 
the head nurse should not be influenced by the stu- 
dent’s manner of speech, nor by her personal appear- 
ance. An accurate knowledge of principles will not 
compensate for poor practice in asepsis. Conduct is, 
perhaps, a little more difficult to measure, is, in fact, 
included in personality, of which Professor Weir says, 
“It is obvious that the subtle and intangible factors 
of personality cannot be accurately measured.” How- 
ever, experience with exacting or difficult patients, 
and with patients’ friends, frequently affords an op- 
portunity for the head nurse to observe a student’s 
conduct professionally and socially. A nurse’s attitude 
toward fellow students, toward the head nurse her- 
self, and her relationship with other co-workers, often 
reveals modes of behavior, for which she may receive 
commendation or adverse criticism. 

Essay Type tests are not as suitable for clinical 
practice, because of the time expended in writing and 
correcting, but they may be used to advantage oc- 
casionally, if made objective and definite, with only 
main points outlined for scoring. The case study is 
included in this type. 

The tests called “New Type” may, too, be found 
useful, because they are easy to score, and a wide 
range of knowledge can be tested in a short time. 

Standardized Tests are usually made by experts. 
The main difference between these and the “New 
Type” exercises, is that norms or standards have been 
determined. They have been standardized by extensive 
testing before being put into general use. In ordinary 
school subjects they may be purchased ready made, 
but so far, there are no standardized tests for schools 
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of nursing, in general use. Students, however, entering 
the nursing schools now, are familiar with this type, 
from their grade-school years. 


Rating Scales 

To come now, to the actual rating of the student. 
Grades and Rating Scales are used in a variety of 
forms. Both the percentage system and letter symbols 
are used in grading. This may be worked out with a 
great number of units to a fine degree, or, on the other 
hand, with too few units or symbols, such as pass and 
fail. The Weir Report recommends the following Scale 
with an Arbitrary percentage equivalent: Failure, 
Poor, Fair, Good, Very Good, and Excellent. What- 
ever symbols or marks are adopted should be clearly 
defined and agreed upon by all interested. Rating scales 
such as are used in financial and industrial establish- 
ments are often employed. 

In nursing schools, these scales consist of a list of 
appropriate qualities and relative ratings, the student’s 
name, class, service and unit, a code for marking, and 
the name of the rater. The student nurse may even be 
asked to rate herself, or at least the head nurse may 
discuss the rating scale with her. The scales should 
be as clear and as simple as it is possible to make them, 
that is, in terms that are easily interpreted. 

I should like to discuss briefly the Rating Scale or 
Efficiency Report used in our hospital. Rather I 
should say tentatively used for the past year or more. 
This form was adopted simply as an experiment. 

The Graphic Scale with five consecutive steps is 
used. The rater registers her judgment by placing a 
figure at some point along the scale. The first time 
the student is rated the figure “1” is used; the second 
time, perhaps some weeks later, the “2” is placed in 
the scale, and the figure “3,” after another brief space 
of time, is placed as the Final Rating. We discussed the 
use of a grade arrived at by an average, but it entailed 
considerably more work and really seemed to be a 
less fair method. A very high or a very low rating at 
any time would greatly influence the average, and 
perhaps not be a true final score. The question of the 
highest rating being used as a final was also discussed, 
and dismissed as an unfair rating. A nurse should, 
under ordinary circumstances, advance progressively. 
Roman numerals are used to designate the Class and 
capital letters the Grade. The “attitude to the patient” 
is given the highest rate. 

This Rating Scale might be improved upon by in- 
cluding a variety of other points. For example, the 
word “Average” used in Class 2 could be more clearly 
defined, since 50 per cent of the students are rated as 
average. 

The Supplement to “A Proposed Curriculum for 
Schools of Nursing in Canada,” published by the 
Canadian Nurses’ Association, gives an interesting 
Efficiency Record called the “Ward Report.” We are 
invited to make a study of it and offer our criticism. 
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Canada 

Illness Fatal to Nun. After serving 22 years in the Gabriel 
de Saint-Joseph Hospital of Ponteix, Saskatchewan, Sister 
Mary Alphonse passed away after a two-day illness. The 
shock was great for all the population who for so many years 
had been witnesses of Sister Mary Alphonse’s charity toward 
the patients cared for in the institution. 

Former Hospital Chaplain Dies. Rev. Prosper-Adhemar 
Bernard, P.S.S., from 1917 until 1933 chaplain at Hotel Dieu 
Hospital, Montreal, died at that hospital recently at the age 
of 85. 

Woman M.D. of Haiti Interns in Canada. Dr. Yvonne 
Sylvain, who received her medical degree from the Univer- 
sity of Haiti, has recently been accepted as intern at St. 
Justine’s Infant Hospital, Montreal. The arrangements were 
made by the University of Montreal which is interested in 
promoting cultural relations between Haiti and French 
Canada. 

Superior Honored. Some weeks ago, the student nurses at 
Misericordia Hospital, Winnipeg, held a reception in honor 
of Sister St. Bertha, who was appointed superior of the 
hospital. 

Advantage was taken of the occasion to welcome to the 
institution Sister St. Candide .who has assumed the position 
of superintendent of nurses. 

The event was held in the lecture rooms, which were 
decorated with plants and designs of red, white and blue. A 
presentation of a purse of money and a large basket of red 
roses was made to Sister St. Bertha. 








